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Physiologic Response of Boys 12 to 14 
Years Old to Different Breakfasts” 
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Rs LLY controlled studies to determine 


the effect of the size and content of breakfast on 


the physiologic responses of school boys 12 to 
14 years of age were recently reported at a promi- 
nent medical school. 

These experiments, conducted jointly by the De- 
partments of Nutrition and Physiology. used the 


following breakfast regimens: 
Basic Cereal and Milk Breakfast 


Basic Bacon, Egg, and Milk Breakfast 


Mixed Basic Breakfast 

Mixed Heavy Breakfast 
The first three basic breakfasts provided approxt- 
mately one-fourth of the daily caloric requirement, 
while the fourth one provided approximately 40 
ver cent of the total daily caloric requirement. 
Tuttle, W. W., Larsen, R., Roloff, 
Be and Sal ano, Jie Physiologic Response 
of Boys 12 to 14 Years Old to Different 
Breakfasts. J. Am. Dietet. A. 31:4, 1955 
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The Results of the Study 


There was no differentiation by way of the physiologic 
responses studied after the consumption of similar basic 
around bacon, eggs, and milk, and 


breakfasts built 


around cereal and milk. 


There was no differentiation between the basic and 
heavy breakfasts in 12 to 14 year old boys. It seems 
reasonable to suppose that 12 to 14 year old girls would 


react similarly to the boys of the same age group. 


In all other age groups, a basic breakfast providing 
approximately one-fourth of the total daily caloric and 
protein requirement is to be recommended rather than 
a heavy morning meal, as far as physical and mental 


efficiency in the late morning hours are concerned. 
Nutritionally Complete for All Ages 


The basic cereal and milk breakfast consisting of fruit. 
cereal (whole grain, enriched or restored), milk, bread 
and butter supplying one-fourth of the daily caloric 
need, is well balanced in essential nutrients needed by 
all ages. A basic cereal and milk breakfast is just as 
effective as a basic bacon, egg, and milk breakfast in 
promoting the maintenance of good vigor, alertness, and 
well-being for school boys and girls 12 to 14 years old 
during the late morning hours, as was demonstrated 
for college women and men in previous studies. Break- 
fast is a must for all ages! 





September is 
Better Breakfast Month 


A new, 12-page, illustrated Resumé 
booklet briefing the 20 scientific 
papers published from the Iowa 
Breakfast Studies is available, free 
of charge, in reasonable quantities 
for your own distribution, per re- 
quest on your letterhead. 
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Geriatric Vitamin-Mineral Supplement Lederle 


helps keep older workers on the job 








LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID 


As you well know, vitamin deficiencies 
among persons past 40 often result in 
excessive fatigue, nervousness, suscepti- 
bility to infection, and other conditions 
which contribute to frequent accidents, 
illness, and absenteeism. It makes eco- 
nomic sense for any company to help 
such workers maintain. better health 


through better nutrition. 


GEVRAL provides you with an excellent 
means to this end. It is a well-balanced 
dietary supplement specially formulated 
by Lederle for mature men and women. 
It provides 14 vitamins, 11 minerals, and 
Purified Intrinsic Factor Concentrate in 
each dry-filled, sealed capsule. You can 
recommend it with confidence to all the 


“senior” workers in your organization! 


Ask the Lederle representative to tell you 
more about GEVRAL and the other Lederle 
geriatric products: GEVRABON “ Vitamin- 
Mineral Supplement Liquid (wine flavor); 
GEVRAL" Protein Vitamin-Mineral-Pro- 
tein Powder; and GevriNne“ Vitamin- 
Mineral-Hormone Capsules. Contact him 


directly, or write and we will have him call. 


COMPANY, PEARL RIVER, NEW YORK 
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This Journal is dedicated to the advancement of sound industrial medicine, including the surgery of in- 
° dustrial trauma. To that end its varying contents will embrace scientific papers, reports, digests, news 
items and official statements, together with editorial comment. The editorial policy is to avoid undue 
censorship. Some contributions ably prepared will be published although contravening the personal 
opinions of the editors. Care will be exercised in checking the accuracy of known facts, as printed, but 
in all other respects statements and opinions are those of the author and may not be shared by the editors. 
On any article, the editors reserve the right to comment favorably or otherwise, in the current or any 
subsequent issue. On this basis, contributions are invited. The opinions expressed in any contributions, 


including the editorials of this Journal, do not necessarily reflect the attitude or opinions of any asso- 
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Ulysses between Scylla and Charybdis—Bettmann Archive 


between the hazards of high steroid dosage 
and the frustration of inadequate relief 


Because of the complementary action of cortisone and the 
salicylates, Salcort produces a greater ‘therapeutic response 
with lower dosage. Side effects are not encountered, and no 
withdrawal problems have been reported. 

One study concludes: “Salicylate potentiates the greatly 
reduced amount of cortisone present so that its full effect is 
brought out without evoking undesirable side reactions.””! 


SALCORT 


indications: each tablet contains: 
Rheumatoid arthritis . .. Cortisone acetate. . . . 2.5 mg. 
Rheumatoid spondylitis . . . Sodium salicylate. . . . 0.3 Gm. 
+ ‘ . ; tes Aluminum hydroxide gel, 
Rheumatic fever rete Revsitis a 
... Still's Disease . . . Neuro- Calcium ascorbate. . . . 60.0 mg. 
muscular affections (equivalent to 50 mg. ascorbic acid) 
Calcium carbonate . . . 60.0 mg. 

' Busse, E.A.: Treatment of Rheumatoid Arthritis by a Combination of Cortisone 
and Salicylates. Clinical Med. 11:1105 

*U.S. Pat. 2,691,662 


The S. E. MASSENGILL COMPANY, Bristol, Tennessee - New York + Kansas City » San Francisco 
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Far L. CHANDLER, M.D., has 
~ joined the Industrial Medicine 
and Safety Department of Eli 
Lilly and Company, Indianapolis. 
He is the third full-time physi- 
cian in the department responsi- 
ble for the health and safety of 
Lilly employees. DR. CHANDLER 
has had previous experience in 
industrial medicine with the Alli- 
son Division of General Motors, 
Indianapolis. He served two 
years with the United States 
Army Air Force; the University 
of Colorado conferred his Bache- 
lor of Arts degree in 1950; and 
he received his Doctor of: Medi- 
cine degree from Temple Uni- 
versity School of Medicine in 
1954. He spent the next year as 
an intern at St. Anthony Hos- 
pital, Denver. He is a member of 
the American Medical Associa- 
tion; Indiana State Medical As- 
sociation; Indianapolis Medical 
Society; Industrial Medical Asso- 
ciation; Alpha Epsilon Delta; 
and Pi Mu Epsilon, mathematics 
honor society. 


LE E. GUNDERSON, M.D., Oslo 

University, 1948, Industrial 
Physician in the Department of 
Industrial Medicine and Occupa- 
tional Health of the Norwegian 
Government, Oslo, Norway, has 
just returned to Oslo after havy- 
ing spent a year in the United 
States on a WHO Fellowship. pr. 
GUNDERSON spent the year study- 
ing at the University of Pitts- 
burgh where he received his Mas- 
ter of Public Health degree. Prior 
to his return to industrial prac- 
tice in Norway, he visited Indus- 
trial Medical Departments in 
New York City, Buffalo, Niagara 
Falls, Richmond, Philadelphia, 
Chicago, Hammond, and other 
eastern and midwestern cities. 
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L. A. Reuter, M.D. 
FLoyp E. SHAFFER, M.D. 

Toxicology 
CaRL A. NAu, M.D., Chairman. 
ELSTON L. BELKNAP, M.D. 

Davip W. FAssettT, M.D. 
HaArkitt L. Harpy, M.D. 
R. T. JOHNSTONE, M.D. 
O. T. MALLERY, JR., M.D 
R. H. WILson, M.D. 

Workmen’s Compensation and Insurance 
CarRL T. OLSON, M.D., Chairman. 
E. J. SCHOWALTER, M.D., Co-Chairman. 
THORNTON I. BoILeau, M.D. 

EarRL D. McBrive, M.D. 

E. C. STEELE 
wee J Sr., M.D. 
WILLIS M. WEEDEN, M.D. 


Chairman 








new multivitamin 
formulated for 


and sold to 
industrials 


)LYTERRA tablet contains: 
10,000 U.S.P. Units 


Each PC 


Vitamin A (Acetate) 

Vitamin D (Irradiated 
Ergosterol) 

Vitamin B-1, U.S.P 

Vitamin B-2, U.S.P 

Vitamin B-6, U.S.P. 

Vitamin B-12, U.S.P. 

Niacinamide U.S.P 

Calcium Pantothenate 

Vitamin C (Ascorbic Acid U.S.P.) 

Folic Acid U.S.P 

Calcium (From Dicalcium Phosphate) 

Phosphorus (From Dicalcium Phosphate 

Iron (From Reduced Iron 

Copper (From Cupric Sulfate) mg. 

Magnesium (From Magnesium Carbonate) 30 mg. 

Manganese (From Manganese Carbonate) _ 1 mg. 

Cobalt (From Cobaltous Carbonate) 0.1 mg. 

Zinc (From Zinc Oxide) 1.2 mg. 

Potassium (From Potassium Chloride) 

lodine (From Potassium lodide) 

Molybdenum (From Molybdenum Trioxide) 0.1 mg 


1,000 U.S.P. Units 
5 mg. 
5 mg. 


Dosage: One tablet daily preferably with 
a meal, or as directed by industrial phy- 
sician. Supplied: Bottles of 100. 


*Trademark 


CHICAGO 11, ILLINOIS 


From 25% to 50% of all industrial workers 
have some evidence of suboptimal nutri- 
tion.!.2 Obviously, such a high ratio of 
malnutrition must be reflected in lost 
man-hours and decreased efficiency. 


A systematized POLYTERRA program can 
help correct this. POLYTERRA contains 11 
important minerals and 10 essential vita- 
mins, including 100 mg. of ascorbic acid, 

the most desirable level of intake” 
for factory workers. 


Look over this POLYTERRA formula—es- 
pecially designed for use by industrial 
employees. For further information on 
the POLYTERRA program, contact your 
usual source of supply, or write: 


Industrial Sales Division, J, B. Roerig and Company 
536 Lake Shore Drive, Chicago 11, Illinois 


1. Babcock, M. J., et al: Milbank Mem. Fund Quart.: 

= 323 (Oct.) 1954. McLester, J. S. and Darby, 
J.: Nutrition vee diet in health and disease. 

B. Saunders and Company, Philadelphia, 1952, 
584. 3. Pollack, H. and Halpern, S. L.: Thera- 
Nutrition, National Research Council, pub- 
1952, p. 37. 


W. 
p. 

peutic 
lication 234, 








USL ULB il 


(Reg. U.S. Pat. Off.) 
Now combined with 
INDUSTRIAL MEDICINE 
and SURGERY 





York State Society of Industrial 

Medicine, Inc. 
Officers 

tANDALEONE, M.D., 


New 


President. 
Transit System, I11¢ 
West 32nd Street, New York 1 
M.D., Vice-President 
Trades Council & 
Hotel Association Health Center, 501 
West 50th Street, New York 19 
Harry FE M.D., Sec.-Treas 
Sylvania Products, Inc., 
York 19 
Committee 
M.D 
M.D 


HaroL_p B 
Third A venue 


FRANK P. GuIDOTTI, 
New York Hotel 


TEBROCK, 
Electric 
New 


1740 
Broadway, 
Executive 

THomMas G. RIGNEY 
Davip H. GOLDSTEIN 
Joun J M.D 
S. CHARLES FRANCO, 
(IMA District Co 


POUTAS, 
M.D officio 


inselo 


Component Society of the Industrial 


Medical Association. 





New England Industrial Medical 
Association 
Officers—1955-56 
PRESTON N. BARTON, M.D., President. 
New Departure Div., General Motors, 

Meriden, Connecticut. 

Rosert C. THOMPSON, M.D., Vice-Presi- 

dent. General Electric Company, 
Lynn, Massachusetts. 

J. ALLAN THOMPSON, M.D., Secretary- 
Treasurer. New England Telephone & 
Telegraph Company, 

245 State Street, Boston 9. 

Board of Directors—1955-56 
FLANDERS, M.D., 

Street, Manchester, 


ROBERT 
967 Elm 
Hampshire. 

Joun F. Kiteus, Jr., M.D. 

West Street, West Litchfield, 
ticut. 

Henry B. Moor, M.D., 
147 Angel Street, 
Island. 

Henry F. Howe, M.D., 
Procter & Gamble Company, 
Massachusetts. 

JoHN P. CREED, M.D., 
105 Emerson Street, 
sachusetts. 


New 


Connec- 


Providence, Rhode 


Quincy, 


Haverhill, Mas- 


Component Society of the Industrial 


Medical Association. 





Industrial Medical Association 
of Philadelphia 


Officers 
JoHN M. Cog, M.D., 
Gulf Oil Corporation, 
GILBERT B. Meyers, M.D., 
Radio Corporation of America, 
New Jersey. 
WALTER G. VERNON, 
Radio Corporation of 
New Jersey. 
BERNARD BEHREND, M.D., Treasurer. 
The Philadelphia Inquirer, Philadelphia. 
RAYMOND HOUCHINS, Corresponding 
Secretary. 
Room 1945, 
vard, 
Philadelphia 


President. 

Philadelphia 
President-Elect. 

Camden, 


M.D., 


America, 


Secretary. 
Camden, 


1617 Pennsylvania Boule- 


Directors 
James F. Hays, M.D 
KATHRYN M. HEss, 
RoBERT MEGOWAN, 
CHARLES E. Ricsy, 
CHESTER L. SAMUELSON 
WiLtLiAM A. Tomasco, M.D 
Component Society of the 
Medical Association. 


Industrial 
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NEWLAND, M.D., recently 
the medical staff of 
Gamble Company in 
Cincinnati, where he will empha- 
size the examination and health 
phases of the Company’s medical 
program in connection with re- 
search and headquarters em- 
ployees. DR. NEWLAND was _ born 
in August, 1907, at Clifton 
Springs, New York; received his 
A.B. degree at University of 
Rochester, 1933; his M.D. at Uni- 
versity of Rochester School of 
Medicine and Dentistry, 1935; 
interned, Clifton Springs Sani- 
tarium and Clinic, 1935-1936; 
was in residence, 1936-1937; was 
physician in charge of Metabolic 
and Arthritic Department, 1937- 
1946; and was in private prac- 
tice (internal medicine) at Ge- 
neva, New York, 1946-1956. He 
has served as Visiting Physician 
and Instructor in Medicine, Uni- 
versity of Cincinnati Medical 
School; Instructor in Medicine 
(part-time), University of Roch- 
ester Medical School; and Physi- 
cian (part-time), Outpatient De- 
partment, Strong Memorial and 
Rochester Municipal Hospitals. 
He is a member of local and state 
medical associations and AMA; 
Associate, American College of 
Physicians; active member, 
American Diabetes Association 
(serving as County Chairman, 
Diabetic Detection Drive, 1954- 
1955); and Fellow, American 
Geriatrics Society. 


Part v. 
joined 
Procter & 


“OUNCIL ON INDUSTRIAL HEALTH 

AMA announces plans to hold 
the next Congress on Industrial 
Health at the Biltmore Hotel in 
Angeles, February 3, 4, 5 
and 6, 1957. As of this date, 
technical sessions are planned 
on industrial vision; management 
of burns; pesticides and _ herbi- 
cides; hearing loss due to noise. 


Los 








Western Industrial Medical 
Association 
Officers 


DouGLaAs D. McKINNON, 
Medical Department, 
Los Angeles. 

Davin D. HoLapay, 
San Francisco. 

Epwarp J. Zak, M.D., Secretary. 
Pacific Telephone & Telegraph Co., 
740 South Olive Street, Los Angeles 14. 

CLARENCE L. Luoyp, M.D., Treasurer. 
Medical Director, North American 
Aviation, Inc., 

Los Angeles 45. 
ELIZABETH SCHEUNER, 
tary. 
Pacific 
740 South Olive 

NoRMA SPORNY, 
North American 
Los Angeles 45. 


M.D., President. 
Ttmea-Mirror Co., 


M.D., Vice-President. 


Assistant Secre- 
Telephone & Telegraph Co., 
Street, Los Angeles 14. 
Assistant Treasurer. 
Aviation, Inc., 


Directors 
PACKARD THURBER, JR., 
111 West 7th Street, 
Los Angeles 14. 
L. E. Curtis, M.D., 
225 Bush Street, 
San Francisco 20. 
JOHN S. STEPHENS, M.D., 1957 
Medical Office, Department of 
& Power, Box 3669, Terminal 
Los Angeles 54. 
VeERNE G. GHORMLEY, 
3032 Tulare Street, 
Fresno, California. 
GANDOLPH A. PRISINZANO, 
4041 “H” Street, 
Sacramento. 
VANCE M. STRANGE, 
909 Hyde Street, 
San Francisco. 
A. C. 
9851 
Los 


M.D., 


Chairman 


1957 


Water 
Annex, 


M.D., 


1958 


M.D., 


1958 


1959 


M.D., 


REMINGTON, M.D., 1959 
Sepulveda Boulevard, 
Angeles 45. 
Component Society of 
Medical Association. 


the Industrial 





Central States Society of Industrial 
Medicine and Surgery 
Officers 


President 

LEONARD ARLING, 

President-Elect 

Epwarp J. SCHOWALTER, M.D., Chicago. 

Vice-President 

ARTHUR K. PETERSON, M.D., 

Secretary-Treasurer 

RoLaANp A. JACOBSON, M.D., 28 
Jackson Boulevard, Chicago. 


M.D., Minneapolis. 


Chicago. 


East 


Board of Governors 
DoNALD C, CONZETT, 
buque, lowa. 
ALLAN K. HARcourRT, 
apolis, Indiana. 
JOHN R. MERRIMAN, 
ston, Illinois. 
PaAuL T. PALMER, 
Illinois. 
G. H. Peterson, M.D., 
consin. 


1957 M.D., Du- 


Indian- 


M.D., 


M.D., Evan- 


Peoria, 


M.D., 


Beloit, Wis- 

CHARLES Drueck, M.D., Chicago. 

J. M. L. JENSEN, M.D., Chicago. 

G.. PRENTISS McARDLE, M.D., Oma- 
ha, Nebraska. 

JoHN 5S. PARSONS, 
Moines, Iowa. 

RAYMOND C. SUNDERMAN, 
Louis, Missouri. 


M.D., Des 


M.D., St 


HERBERT R. ATHERTON, M.D., Chi- 
cago. 
Georce J. 
E. S_ JONEs, 
diawa. 
EvuGeNe L. WALsH, M.D., 
Paut J. WHITAKER, M.D., 
kee, Wisconsin. 
Component Society of 
Medical Association. 


Cooper, M.D., Chicago. 
M.D., Hammond, In- 


Chicago. 
Milwau- 


the Industrial 












Meti-steroid potency and safety 







available for 






topical skin therapy 





new 


Mefti- 
Cream 0.5% 


with METICORTELONE, original brand of prednisolone 









-more active than topical hydrocortisone, 
milligram for milligram 







»no edema and sodium retention reported 
upon topical administration 







- provides topical METICORTELONE in the free 
alcohol form. For effective relief 

of allergic (atopic) dermatoses, poison ivy 
dermatitis and other contact 

dermatoses, nonspecific anogenital pruritus. 










formula: Each gram of Meti-Derm Cream contains 5 mg. of prednisolone, 
free alcohol, in a water-washable base. 





= also for allergic, inflammatory dermatoses, 
C a minor secondary infections 





Meti-Derm Ointment with Neomycin 


formula: Each gram contains 5 mg. prednisolone and 5 mg. neomycin 
sulfate (equivalent to 3.5 mg. neomycin base) in a white petrolatum base. 







packaging: Merti-Derm Cream, 10 Gm. tube. 
Meti-Derm Ointment, 10 Gm. tube. 










Meti-Derm,* brand of prednisolone topical. 
METICORTELONE,® brand of prednisolone. 










*T.M, 





MD-J-356 
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* AMERICAN ASSOCIATION OF RAILWAY SURGEONS « 





Officers 


M.D., Ottumwa, 


President: 

H. A. SPILMAN, 
President-Elect : 
ERNEST CELLI, M.D., New Orleans. 
Vice-Presidents: 


Iowa. 


G. H. SoutHwick, M.D., Grand Rapids, 


Michigan. 


RoyaL A. Weir, M.D., St. Louis, Missouri. 
Iowa. 


A. L. NELSON, M.D., Des Moines, 

Recorder: 

James STAcK, M.D., Chicago. 

Treasurer: 

T. L. HANSEN, M.D., 
Chicago 5, Wabash 2-3200, Ext. 220. 


Executive Board 


ARTHUR R. Metz, M.D., Chairman, Chicago. 
RoBertT M. GRAHAM, M.D., Chicago. 

A. M. W. Hursu, M.D., Philadelphia. 
RAYMOND B. KEPNER, M.D., Chicago. 


ERNEST C. 
Ray 


M.D., 
M.D., 


OLSON, Chicago. 


S. WESTLINE, Chicago. 


Secretary: 


CHESTER C. 


139 West Van Buren, 


Avenue, 


M.D., 5800 Stony 
Midway 3-9200. 


Guy, Island 


Chicago 37, 





69th Annual Meeting, April 9-11, 1957, at the Drake Hotel, Chicago 








Michigan Industrial Medical 
Association 
Officers 

Eart E. Weston, M.D., 
Vickers, Inc., Detroit. 

M. W. SHELLMAN, M.D., President-Elect. 
Metz Building, Grand Rapids. 

THEODORE I. RotH, M.D., Vice-President. 
0 W. Hancock, Detroit. 

D. L. Biock, M.D., Secretary-Treasurer. 
Ford Motor Company, Rouge Medical 
3000 Schaefer Road, Dearborn. 

Board of Directors 

SHERMAN ANDREWS, M.D., Kalamazoo. 

LYNDLE R. MARTIN, M.D., Detroit. 

PAUL J. OCHSNER, M.D., Lansing. 

Component Society of the Industrial 

Medical Association. 


President. 








Industrial Medical Association of 
New Jersey 
Officers 
WittiaAM D. VAN Riper, M.D., President 

Johnson & Johnson, New Brunswick. 
JoHN W. Borino, M.D., Vice-President 

Walter Kidde Company, Newark. 
Georce C. FREEMAN, M.D., Secretary 

Prudential Insurance Company, 

Washington Street, Newark 2. 
RaLeH M. L. BUCHANAN, M.D., Treasurer 

8 Market Street, Phillipsburg. 

Board of Directors 
J. H. Worrste, M.D. 

American Cyanamid Company, Linden. 
T. M. THompson, M.D. 

Johnson & Johnson, New Brunswick. 
G. A. PauL, M.D. 

788 Lyons Avenue, Irvington. 
Component Society of the 
Medical Association. 

Western New York Society 

of Industrial Medicine and Surgery 
Officers 

JoserpH M. Dzios, M.D., President. 

Bethlehem Steel Company, Lackawanna. 
JoserpH T. ANDREWS, M.D., Secretary. 

Buffalo Stamping Plant, 

Ford Motor Company, Buffalo 19. 

Ev.sa K. CHAFFEE, M.D., Treasurer. 

Kodak Park Works, 

Eastman Kodak Company, Rochester 4. 

Board of Governors 
1957 
IAN MACLACHLAN, M.D. 

Carrier Corporation, Syracuse. 
JoHN H. STuNzZ, Jr., M.D. 

Harrison Radiator Division, 

General Motors Corporation, 

1958 
WILLIAM F. Narpong, M.D. 

E.I. du Pont de Nemours & Company, 

Inc., Niagara Falls. 

FREDERICK J. WEISMILLER, JR., M.D. 

Bausch & Lomb Optical Company, 

Rochester. 


213 


Industrial 
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NDUSTRIAL MEDICAL ASSOCIATION 

now has a Committee on Guid- 
ing Principles. Its purpose is to 
set up for every IMA Committee 
a format of that Committee’s 
work and goals—‘to write a 
frame of reference within which 
the various Committees can op- 
erate more effectively in the fu- 
ture.” R. E. ECKARDT, M.D., is 
Chairman, and the members in- 
clude: W. HARVEY CRUICKSHANK, 
M.D., GLENN S. EVERTS, M.D.; D. 
JOHN LAUER, M.D.; JOHN L. NOR- 
RIS, M.D. 


PRANK GRAY, M.D., Medical Di- 

rector, Westinghouse Corpora- 
tion, will be Program Chairman 
at the Fall Meeting of the IN- 
PUSTRIAL MEDICAL ASSOCIATION OF 
PITTSBURGH at Mellon Institute, 
September 28, 1956. Further in- 
formation from MERLE BUNDY, 
M.D., Secretary, Industrial Medi- 
cal Association of Pittsburgh, 
Jones & Laughlin Steel Corpora- 
tion, 2709 East Carson Street, 
Pittsburgh 3. 

AYMOND F. HOLDEN, JR., M.D., 

who succeeds DR. JAMES T. 
MOY as Medical Director of 
Wichita Division of Boeing Air- 
plane Company, was previously 
engaged in private practice, and 
was Medical Director of Mal- 
linckrodt Chemical Works from 
1948 to 1953. He has been In- 
structor of Clinical Medicine, 
Washington University School of 
Medicine; was a flight surgeon, 
Army Air Force, from 1943 to 
1946, and was awarded the Army 
Commendation Ribbon. DR. HOLD- 
EN is a diplomate of National 
Roard of Medical Examiners and 
American Board of _ Internal 
Medicine; a Fellow, American 
College of Physicians, and Amer- 
ican Medical Association; and a 


| 
| 
} 








Kansas City Industrial Medical 
Association 
Officers 
LALLY, M.D., 
Rialto Building, 


President 
Kansas 


James J. 
1207 
Mo. 
Frep Irwic, M.D., Secretary-Treasurer 
1610 Professional Building, Kansas 
City, Mo. 
Directors 
Horace F. FLANDERS, M.D. 
SoLAN E. Hayes, M.D. 
W. J. FeeHan, M.D. 
Component Society of 
Medical Association. 


City, 


the Industrial 





Industrial Medical Association 
of Pittsburgh 
Officers 

Rex H. WILSON, M.D., President. 
The B. F. Goodrich Company, 
Akron, Ohio. 

FRANK E. Gray, 
Westinghouse 
East Pittsburgh, 

Don A. Kewty, M.D., Vice-President. 
Thompson Products, Cleveland, Ohio 

MERLE BuNpy, M.D., Secretary-Treasurer. 
Jones & Laughlin Steel Corporation, 
Pittsburgh 3. 

Directors: 1954-1956 

JoHN J. BRANDABUR, M.D. 

C. & O. Railway Company, 
Huntington, West Virginia. 

DANIEL C. BRAUN, M.D. 
Industrial Hygiene Foundation 

D. JoHN Lauer, M.D. 

Jones & Laughlin Steel Corporation, 
Pittsburgh 30. 

J. Huser WAGNER, M.D. 

United States Steel Corporation, 
Pittsburgh 19. 
Directors: 1955-1957 

DANIEL V. DouGHeERTY, M.D. 

Ford Motor Company, 
Cleveland, Ohio. 

A. G. KAMMER, M.D. 
University of Pittsburgh. 

RAYMOND E. MASTERS, M.D. 
Westinghouse Electric Corporation, 
East Pittsburgh, Pennsylvania. 

Component Society of the Industria) 

Medical Association. 


M.D., President-Elect. 
Electric Corporation, 
Pennsylvania. 





Territorial Association of Plantation 
Physicians 
Officers 
MARVIN A. BRENNECKE, M.D., President, 
Waimea, Kauai. 
Pau. J. C. CALDWELL, M.D., Vice-Presi- 
dent, Waipahu, Oahu. 
FraNkK H. HATLELID, M.D., 
Treasurer, Waialua, Oahu. 
Mrs. Betty ARNOT, Executive 
1527 Keeaumoku Street, 
Honolulu, Oahu, T.H. 
Component Society of 
Medical Association. 


Secretary- 


Secretary, 


the Industrial 








dial-the-part operation 


one of the 
soundest 
general utility 
x-ray investments 
you can make 


a 


O—=———— aati 
@ iii 
. . ey 


diagnostic x-ray table 


get the stor Y from your Picker representative. You'll find him under “Picker X-Ray” in the 
classified section of your local ‘phone book: or write us at 25 So. Broadway, White Plains, N. Y. 








Northwest Association of 
Occupational Health 

Officers 

M.D. 


Consolidated 


President 
F reight- 


EUGENE P. OWEN, 
Medical Director, 
ways, Portland, Oregon 

CHARLES M. McGitL, M.D., Vice-Presi- 
dent. Medical Director, Tacoma Smelter, 
Tacoma, Washington 

W. J. Sirtner, M.D., Secretary-Treasurer. 
Chairman of Section of Industrial Medi- 
cine, Oregon State Medical Society, 
Portland, Oregon 

Executive Committee 

Forrest E. RieKe, M.D., 1955-1957, 
Industrial Clinies, Portland, Oregon 

B. C. ScupperR, M.D., 1955-1956, 

General Electric Company, 
Hanford Atomic Products 
Richland, Washington. 

Component Society of the 

Medical Association. 


Operation, 


Industrial 





Texas Industrial Medical 


Association 
Officers 

VALIANT C. BatrD, M.D., President. 
Humble Oil & Refining Company, Hous- 
ton 
Ropert J 
Magnolia 
WENDELL H 
dent. 

U. National Bank Building, Houston. 
Ropert A. Wise, M.D., Secretary-Treas- 
urer. 

Medical Division, Box 
Component Society of 
Medical Association. 


M.D., President-Elect. 
Company, Dallas. 
M.D., Vice-Presi- 


PoTtTs, 
Petroleum 
HAMRICK, 


2180, 
the 


Houston. 
Industrial 





Association of Ordnance 
Industry Physicians 


Officers 
Ryper, M.D., President 
Ordnance Plant, 
Nebraska. 
President-Elect. 
Ordnance Works, 
Baraboo, Wisconsin. 
L. P. Deviin, M.D., Secretary-Treasurer. 
Frankford Arsenal, Philadelphia 
Directors 
KNIGHT, M.D., 1956 
Ravenna Arsenal, Apco, Ohio. 
N. B. Dante, M.D., 1957 
Lone Star Ordnance Plant, 
Texarkana, Texas. 
G. N. MANSION, M.D., 
Joliet Arsenal, Joliet, 


FRANK D. 
Cornhusker 
Grand Island, 

W. A. Stoops, 
Badger 


A. L. 


1958 
Illinois. 





Detroit Industrial Physician’s Club 
President, 

WILLIAM L. SHIELDs, M.D., 

Chrysler Corporation, 

Highland Park, Michigan. 
Vice-President, 

J. H. GANScHow, 
Chevrolet-Detroit 
General Motors 
Secretary-Treasurer, 

Epwarp M. Rotarius, M.D., 

Parke, Davis and Company, Detroit. 


M.D., 
Gear & Axle, 
Corporation, Detroit. 


Member of Executive Committee, 
W. J. Futon, M.D., 


Motors Corporation, Detroit. 


General 





Medical Directors Club of Chicago 


President, 


H. R. ATHERTON, Medica] Direc- 


M.D., 
tor, 
Swift and Company, Chicago. 
Vice-President, 
RICHARD BENNETT, M.D., 
United States Steel] Company, Chicago. 
Secretary-Treasurer, 
Cart T. Ovson, M.D., Division Medical 
Director, 
Liberty Mutual 
Chicago 


Insurance Company, 
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member of Central Society for 
Clinical Research, Harvey So- 
ciety of New York, American 
Heart Association, St. Louis 
County Medical Society, and Mis- 
souri State Medical Association. 


ROBERTSON, M.D., of 

Asheville, North Carolina, on 
July 19, at Blue Ridge, North 
Carolina, addressed the 37th An- 
nual Session of the Southern In- 
dustrial Relations Conference, on 
the subject of “Industrial Medi- 


cine.” 
N GILLMOR LONG, M.D., has been 
* appointed Chief Surgeon, 
and KENNETH F. STOTZ, M.D., Resi- 
dent Surgeon, for Lumbermen’s 
Mutual Casualty Company and 
American Motorists Insurance 
Company, Chicago. 


] OGAN T. 


R oBERt DUGAN, M.D., Assistant 
Medical Director, Continental 
Oil Company, Ponca City, Okla- 
homa, on July 24, at Lake 
Charles, Louisiana, was principal 
speaker at the weekly meeting of 
the Lake Charles Industrial Man- 
agement Club. His topic was “In- 
dustrial Health in Medicine as 
Practiced in Industry Today.” 


I ALLAS E. BILLMAN, M.D., has 

joined Corning Glass Works, 
Corning, New York, as Medical 
Director. DR. BILLMAN was born 
in 1913, and received his M.D. 
at New York Medical College in 
1944. He holds degrees in phar- 
macy and chemistry from Rut- 
gers University. He served re- 
cently as Staff Physician for 
Eastman Kodak Company in 
Rochester. Earlier he was, for 
nine years, in the U.S. Navy 
Medical Corps. 


HE NRICH BRIEGER, M.D., Profes- 


of Industrial Medicine, 
and Director, Division of Indus- 
trial Medicine, Jefferson Medical 
College of Philadelphia, has been 
appointed a Consultant in Occu- 
pational Toxicology for the 
United States Navy. The Navy, 
making consistent progress in the 
field of industrial medicine and 
hygiene, now has two Consultants 
in these subjects. PROFESSOR 
PHILIP DRINKER, of Harvard, has 
been a Navy Consultant for some 
time. 


sor 


{RNEST M. DIXON, M.D., has been 
‘ appointed Plant Physician at 
the Fortier, Louisiana, plant of 
American Cyanamid Company. 
DR. DIXON is a native of Roanoke, 
Virginia. He received his pre- 





American Academy of 
Occupational Medicine 


Officers 
E. E. Evans, M.D., President. 
E. |. du Pont de Nemours & Company 
Inc. 
Deepwater, New Jersey. 
IRVING R. TABERSHAW, M.D., 
Vice-President 
Division of Industrial Hygiene, 
New York State Labor Department. 
RONALD F. BUCHAN, M.D., Treasurer. 
Prudential Life Insurance Company, 
Newark, New Jersey. 
LEONARD J. GOLDWATER, M.D., Secretary. 
Columbia University School of Public 
Health, 
600 West 168th Street, New York City. 


Directors 
LAMSON BLANEY, M.D. 
Sun Oil Company, 
Philadelphia. 
D. J. Laver, M.D. 
Jones & Laughlin Steel Company, 
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training at Virginia 
Institute and the 
University of Virginia. He has 
served with the United States 
Public Health Service and re- 
ceived a Doctor of Science degree 
in Industrial Medicine at the Uni- 
versity of Cincinnati. 


medical 
Polytechnic 


7ROM the Boston, Massachusetts, 

Traveler, June 19, 1956: 
“Nurse Heroine Aided Victims. 
A Boston Edison industrial nurse 
was a heroine today after the 
collapse of a staging on an Ever- 
ett construction job. KATHERINE 
FLEMING ran to the scene as soon 
as the staging collapsed, hurling 
the men down inside the chimney. 
She went through a small door 
at the base of the chimney and 
helped free the injured men from 
the debris. She then gave them 
first aid before they were loaded 
on ambulances.” 


Noftewest ASSOCIATION OF 0C- 

CUPATIONAL HEALTH will hold 
its Annual Meeting at Hotel Mult- 
nomah, Portland, Oregon, Sep- 
tember 9, 1956. Following a Busi- 
ness Meeting and greetings by 
Presidents of the Medical Asso- 
ciations of Oregon, Washington, 
Idaho, British Columbia, and 
Alaska, these speakers will be 
heard: ERNEST BANFIELD, M.D.— 
“Plastic Surgery Trauma of Head 
and Neck”; CHRISTOPHER LEGGO, 
M.D.—Human Behavior in Indus- 
trial Medicine’; ROGER ANDERSON, 
M.D.—‘The Unstable Back—From 
Youth to Retirement”; WILBUR J. 
LAWRENCE, L.L.B.—‘Legal As- 
pects of Employment of the Im- 
paired”; W. J. MCNAMARA, M.D.— 
“Major Medical Insurance”; HED- 
WIG S. KUHN, M.D.—‘Eyes; Facts 
and Fallacies.” 


HE COMMITTEE on Occupational 

Health of the Medical Society 
of the State of North Carolina, 
under the Chairmanship of HARRY 
L. JOHNSON, M.D., Elkin, includes: 
WILLIAM P. RICHARDSON, M.D., 
Chapel Hill; G. NORMAN BOYER, 
M.D., Brevard; LOGAN T. ROBERT- 
SON, M.D., Asheville; MANSON 
MEADS, M.D., Winston-Salem; MAC 
ROY GASQUE, M.D., Pisgah Forest. 


AROLD J. MAGNUSON, M.D., has 
been appointed Chief of the 
Occupational Health Program of 
the Public Health Service, U. S. 
Department of Health, Educa- 
tion, and Welfare. MR. HENRY N. 


DOYLE becomes Assistant Chief. 
DR. MAGNUSON was formerly 
Chief of Operational Research 


for the Venereal Disease Pro- 
gram of the Public Health Serv- 
ice. Previously, he had served as 
Director of the Venereal Disease 
Experimental Laboratory at 
Chapel Hill, North Carolina, and 
Research Professor of Experi- 
mental Medicine, University of 
North Carolina School of Public 
Health. Besides instructorships in 
medicine at University of South- 
ern California and Johns Hopkins 
University School of Medicine, 
he has held the position of 
Assistant Director, Laboratory 
of Experimental Therapeutics, 
Johns Hopkins University. 


A\ ESTERN NEW YORK SOCIETY OF 

INDUSTRIAL MEDICINE AND 
SURGERY held its 1956 Spring 
Meeting on June 2 in Rome, New 
York, as guests of Rome Cable 
Corporation, JAMES H. Mc- 
DONOUGH, M.D., Medical Director. 
Following a tour of DR. Mc- 
DONOUGH’S Medical Department, 
the scientific program, compris- 
ing a panel discussion on the sub- 
ject “That Problematic Low 
Back,”’ was held. REEVE M. BROWN, 
M.D., of Buffalo, CHARLES C. HECK, 
M.D., of Syracuse, and JOSEPH 
OSTROWSKI, M.D., of Rome, com- 
posed the panel. A visit to Griffiss 
Air Force Base in the afternoon 
as guests of LT. COL. GEORGE M. 
KNAUF, USAF (MC), Base Sur- 
geon, completed the day’s activi- 
ties. The Fall Meeting of the 
Society is to be held in the Buf- 


falo-Niagara Falls area in No- 

vember. 

Doctor to the Millions 

Fveey DAY in the week, and 
every week in the year, DR. 

THEODORE VAN DELLEN tells sev- 

eral million readers of The Chi- 


cago Tribune and 50 other news- 
papers how to keep well. He also 
instructs these millions lucidly, 
wisely, often amusingly, in the 
history and progress of the art 
and science of medicine. He has 
devoted himself to this exacting 
task in medical journalism for 
11 years, during which he has 
proved the value of his teachings 
by keeping well himself. His suc- 
cess as a persuasive spokesman 
for hygienic doctrine has been 
widely recognized among his med- 
ical colleagues, but only news- 
paper folk appreciate his stamina 
and fertility. Editors of non- 
competing columns mutter to one 
another from their treadmills 
and squirrel cages: “The Doc 
certainly has got what it takes.” 
He is the youngest of the three 
physicians who have written 

















Slain lane: 


pen a RRR A RTS 


*Thorazine’ relieved this patient’s 


anxiety, tension and fear and made 


Penance sniper aaiatnigitnte 


it possible for him to return to work. 


THORAZINE’ CASE REPO! 





patient: Anxiety, tension, and a fear of going 
out alone made it impossible for this 36-year- 
old man to work. After other treatments had 
failed he was given ‘Thorazine’. 








response: “On ‘Thorazine’ medication, 100 mg. 
orally, daily, his anxiety and apprehension dis- 
appeared rapidly. The patient was able to go 


out alone and to work once again. His mood 
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was actually gay and his co-workers were sur- 
prised at this change. He was now free from 
care whereas before he had been distressed by 
the slightest difficulty.” 


This case report is from the files of a general practitioner, 


THORAZINE® 


Available in ampuls, tablets and syrup (as the hydrochloride), 
and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 


‘Thorazine’ should be administered discrimi- 
nately and, before prescribing, the physician 
should be fully conversant with the available 


literature. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F 
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First Occupational Health Conference, The B. F. Goodrich Company, Rex H. Wilson, M.D., 
Medical Director. Held at Goodrich Research Laboratories, Brecksville, Ohio, June 14-15. (See 


“How to Keep Well” since the 
column’s foundation 45 years 
ago. His predecessors were DR. 
WILLIAM A. EVANS, former Chi- 
cago Commissioner of Health, 
who came to the Tribune when 
he was 46 and retired when he 
was 69, and DR. IRVING S. CUTTER, 
Dean of Northwestern Univer- 
sity Medical School, who started 
when he was 59 and died in har- 
ness at 70. DR. VAN DELLEN suc- 
ceeded DR. CUTTER when he was 
33, and is now 45. One of his 
myriad letter writers submitted 
this question to him: “Are you 
an elderly doctor?” His printed 
answer was, “No, because elder- 
ly doctors are at least 10 years 
older than I am.” Today, 20 years 
after he received his M.D. de- 
gree from Northwestern, his ap- 
pearance suggests an _ athletic 
past. He is a solidly muscled 
middleweight (165 pounds, 5 feet 
8 inches) with powerful shoulders 
and forearms. He has brown hair, 
brown eyes, and a square, pre- 
possessing countenance, express- 
ing sober determination until 
broken by a smile or a chuckle. 
At work and off duty he is soft- 
spoken, alert, often humorous. As 
Health Editor, he presides over 
a staff of five secretaries and a 
part-time aide in a suite of rooms 
on the 30th floor of the Tribune 
Tower. As Medical Director, he 
supervises three nurses, a_ sec- 
retary, and a Consulting Surgeon 
in the Tribune employees’ clinic 
on the sixth floor. He entered 
Northwestern University as a 
pre-medical student in 1929. Dur- 
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ing his freshman and sophomore 
years he was a member of the 
football squad, playing end, and 
of the track team as pole vaulter 
and high hurdler. He could clear 
the vault bar at 13 feet and was 
awarded his “N” for winning 
points in several dual and tri- 
angular track meets. After three 
years on the Evanston campus, 
he spent three years at North- 
western’s Medical School in Chi- 
cago, and another year, complet- 
ing his qualification for the M.D. 
degree, as an intern at Wesley 
Memorial Hospital, then on the 
south side. During this period he 
was courting a Northwestern co- 
ed of his undergraduate years— 
Hettie Gertrude Patch of Gary, 
Indiana, high spirited, merry, 
charming. They were married on 
December 24, 1935, shortly be- 
fore he began a year’s service as 
Resident Physician at the New 
York Postgraduate Medical 
School and Hospital .... He re- 
turned to Northwestern as a Fel- 
low in Medicine from 1937 to 
1941. He earned the Master of 
Science Degree in 19389. He rose 
in the Medical School through 
the following grades: Instructor, 
1940-1941; Associate, 1941-1947; 
Assistant Professor, 1947-1949; 
Head of Cardiac Clinic, 1944- 
1951; Assistant Dean and As- 
sociate Professor, 1949 until the 
present. He was certified by the 
American Board of Internal Med- 
icine as Specialist in Internal 
Medicine in 1942, and as Sub- 
specialist in Cardiovascular Dis- 
ease in 1944. He spent 1942 and 


1943 as First Lieutenant in the 
United States Army (Reserve 
Corps) and served as Chief of 
Medical Staff at Lowry Air Field, 
Denver. He is a member of 14 
professional societies, local, state, 
and national; in several he ranks 
as Fellow, Governor, or Com- 
mittee Chairman. When he be- 
came Health Editor of the Trib- 
une he withdrew from private 
practice, but a few of his patients 
refused to be deprived of his skill. 
Therefore, he occasionally tosses 
his bag of tools into his car and 
becomes a family doctor again. 
That bag, when fully stocked 
with instruments and drugs, 
weighs over 20 pounds, which he 
thinks is a mere bagatelle.... 
“Doctor to the Millions,’ by CHARLES 
COLLINS, in Chicago Sunday Trib- 

une Magazine, August 5, 1956 





Deaths 

ILLIAM PEDRICK, M.D., 60, on 

August 10, 1956, at Glass- 
boro, New Jersey. DR. PEDRICK 
was born at Glassboro in March, 
1896. He earned his M.D. at 
Temple University and, early in 
his career, was surgeon for 
Bethlehem Steel Company. In ad- 
dition to his private practice, he 
was Medical Examiner for the 
Glassboro Public Schools; Glass- 
boro Civil Defense Physician; 
and Glassboro Plant Physician, 
Owens-Illinois Glass Company. 
He was a member of the Ameri- 
can Legion, American Medical As- 
sociation, and a Past-President of 
the Gloucester County Medical So- 
ciety. 
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fastest acting local anesthetic— 
as safe as it is effective 


How safe is Xylocaine? In five years, over 500,000,000 injections of Xylocaine HCI Solution have 
been given for local anesthesia. “The apparent clinical safety of Xylocaine is gratifying, for without 
this quality, its additional properties would not warrant an enthusiastic report. Nor would safety 
alone call for a high recommendation unless additional desirable properties were to be found. The 
truth of the matter is, however, that Xylocaine approaches the ideal drug more closely than any other 
local anesthetic agent we have today.”* 


How effective is Xylocaine? Xylocaine HCI Solution produces more rapid, complete, and deeper 
anesthesia than other local anesthetics used in equivalent doses. By infiltration, Xylocaine gives 

a wide area of analgesia, and surrounding tissues are also anesthetized. The long duration of Xylocaine 
action reduces the need for additional injections. At the same time, it assures greater comfort to your 
patients for a longer period — often when they need it most. 


How does Xylocaine fit into my practice? Xylocaine is the ideal agent for local infiltration anesthesia 
because it is safe, fast acting and of long duration. It is used routinely in daily practice for countless 
minor surgical procedures such as closure of lacerations, removal of cysts, moles and warts; treatment 
of abscesses; and in the reduction of fractures. 


eee AS to use 


xXY LOCAIN E’ 


It has also become the choice of many physicians for therapeutic interruption of 
nerve function by temporary nerve blocks in herpes zoster, subdeltoid bursitis, 
fibrositis, myalgia of shoulder muscles, periarthritis due to trauma, and painful 
postoperative scars. The relief of pain in these conditions at times appears to be the 
most important part of treatment. 


The remarkable topical anesthetic properties of Xylocaine HCI Solution further 
enhance its usefulness for minor operations. Topical anesthesia can be obtained by 
spraying, by applying packs, by swabbing, or by instilling the solution into a 

cavity or on a surface. 


Xylocaine HCI Solutions are available in 2 cc. ampuls, 20 cc. and 50 cc. 
vials in strengths of 0.5%, 1% and 2%, with or without epinephrine. 


Bibliography of approximately 300 Xylocaine references upon request. 


*Southworth, J. L., and Dabbs, C. H.: Xylocaine: a superior agent for conduction 
anesthesia, Anesth. & Analg. 32:159 (May-June) 1953. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass. 











ISOPTO® CETAMIDE 


Sulfacetamide Sodium with 
Methyl! Cellulose 
STERILE OPHTHALMIC SOLUTION 
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Now available 
in Alcon’s 
original 
ono DROP-TAINER® 
Bie} -h ge) : 


Also available in boxes of 25, 5ce dropper bottles for hospital and industrial use. 


Sor prophylaxis - acate and chronic 
con junctival infections 











DESCRIPTION 
A sterile, non-burning, non-irritating solution of 
Sulfacetamide Sodium U.S.P. 15% w/v with 0.5% 
Methyl Cellulose U.S.P. Buffered to pH 7.4 and 
preserved against contamination. 


ADVANTAGES 


STERILE 

NON-IRRITATING, comfortable 

READILY miscible with tears 

REMAINS in contact with the eye 5 to 10 
times longer than aqueous solutions 
PRACTICALLY nonexistent sensitivity index 
CONVENIENCE of Drop-Tainer® packaging 
NON-SPILLABLE, NON-BREAKABLE 
ECONOMICAL 


[Acorm BCL isl taeue 


fort worth, texas 








in rheumatoid arthritis 


inical eviderice:#indicates that to augment the 
therapeutic advantages of the ‘“predni-steroids” 
antacids should be routinely co-administered 





to minimize gastric distress 


ROUTINE 
CO-ADMINISTRATION 
MEANS 


(Prednisolone Buffered) 
Multiple 
Compressed 
Tablets 


All the benefits of the “predni- \ } (}: ath 


steroids”’ plus positive antacid |*'\/ S908: tan. (Prednisone id 
action to minimize gastric \ ¥\] prednisone or 
distress. prednisolone with 
Refer 1. Boland, E. W., J.A M. A , 50 mg. magnesium mo) 
es an 2.20% 
160:613 ( February 25) 1956. 2. Marg: trisilicate and 


H. M. et al., J.A.M.A. 158:454 (June 1) 300 mg. aluminum 
1955. 3. Bollet, A 4 et al., JA.M.A hydroxide gel. MERCK SHARP & DOHME 


158-45 9 (June 11) 195 DIVISION OF MERCK & CO. INC 


‘CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of MERCK & Co., INC PHILADELPHIA 1}, PA. 








all the benefits of the ‘‘ predni-steroids 


plus positive antacid action 


to minimize gastric distress 


ROUTINELY ACHIEVED WITH “Co j} 


Clinical evidence!.2.3 indicates that to 
augment the therapeutic advantages of 
prednisone and prednisolone, antacids 
should be routinely co-administered to 
minimize gastric distress. 

References: 1. Buland, E. W., J.A.M.A. 160:613 (February 
25) 1956. 2. Margolis, H. M. et al., J.A.M.A. 158:454 


(June 11) 1955. 3. Bollet, A. J. et al., J.A.M.A. 158:459 
(June 11) 1955. 


‘CO-DELTRA’' and ‘CO-HYDELTRA' are trademarks of MERCK & Co., INC. 


Multiple 
Compressed 
Tablets 


2.5 mg. or 5 mg. 
prednisone or 
prednisolone with 
50 mg. magnesium 
trisilicate and 

300 mg. aluminum 
hydroxide gel. 


(Prednisone Buffered ) 


Co: piel 


(Prednisolone Buffered) 
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MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC 
PHILADELPHIA 1, PA 
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faster relief of pain, 
photophobia 
better control of inflammation, 


edema, allergy 
effective against common eye 


pathogens 
extremely well tolerated 
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(prednisolone acetate and sulfacetamie sodium with : 


Ointment with Neomycin 
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@ UNIVERSAL EXAMINATION AND TREATMENT TABLE 





© COMPLETE EYE, EAR, NOSE AND THROAT ROOM 





© COMPLETE CHIROPODY TREATMENT ROOM 





¢ You create better employee relations with a modern, well 
equipped industrial clinic. The Ritter Universal Table, Type 2-A-1, 
shown above, offers you extreme flexibility for all of your exam- 























ination, treatment, and emergency surgery requirements. Power- _ ritter’s ENT Unit, 
° ° ° Chair, and X-ray 
ful motor hydraulic base raises or lowers your patients smoothly =~... ‘ave your 


and quietly by a mere touch of the toe; back, head and leg sections — mit more com. 
are easily, quickly adjusted to any of twelve basic positions. To ma 
keep pace with the ever increasing importance of complete medical 

services for industry, Ritter also offers an Ear, Nose and Throat 

Unit, Chair and X-ray, as well as the Ritter Chiropody Chair and 

X-ray to complete your clinic. Plan to include all of these out- 
standing Ritter facilities in your new clinic, expansion or modern- 

ization program. Contact the Ritter dealer nearest you, or write to 

Ritter Company Inc., 3821 Ritter Park, Rochester 3, N. Y. fe } peal 


Ritter be, 


facilities for your 
Ask your Ritter surgical dealer about the FREE RITTER INDUSTRIAL CLINIC PLANNING SERVICE .. . 


visiting chiropodist . . . 
enable you to set up 
essential foot health program. 
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Revlon 


SILICARE FORMULA 


SILICONE — Water Repellent 

GLYOXYL DIUREIDE—Promotes Healing 
HEXACHLOROPHENE—Bactericidal 

CAMPHOR and MENTHOL—Antipruritic agents 












mm your everyday 
dermatological problems—try 


Revlon new protective and 
medicated skin lotion 











By its multiple actions—protective and healing—Silicare offers an approach to 
relief and prevention of many types of occupational dermatitis. 


In a clinical study LeVan and associates obtained complete or partial recovery 
in over 95% of 147 patients with dermatitis of the 
hands treated by Silicare. Healing occurred in many 
cases despite continued contact with the same irritants 
that incited the dermatitis. 


The practical value of Silicare is enhanced by its 
smooth consistency, pleasing fragrance, and non- 
greasy, non-sticking properties. In contrast to “barrier 
creams”, Silicare leaves no visible film or coating to 
impair manual dexterity . . . instead it imparts a soft, 
smooth “natural” feeling to the hands. 


In most cases you will note that absenteeism is reduced, 
and that changes in workers’ assignments are mini- 
mized. Why not try it in your next dozen or so cases? 








HEALI 


rIVE EMOLLIENT AID TO 


“Send for reprint—LeVan, P., Sternberg, T. H. & Newcomer, V. D.: Cali- 
fornia Medicine 81:210, 1954. 


PROT E( 


PHARMACAL DIVISION 


Revlon Pharmacal Division, Dept. 1mMs-9 * 745 Fifth Ave., New York 22,N. Y. 


(_] Please send me the reprint of the article and a professional package of SILICARE 


(_] Please furnish me with specifications and prices of your institutional size packages 
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M New from Bauer « Black 


NoW-An easy-to-handle 


New Curity Adhesive is easy to unwind, easy to tear, 





NOT THIS NOT THIS 





New Curity Adhesive unwinds with the same 
gentle pull right to the very end of the roll. No 
more wasting the last couple of feet because you 
can’t get it off the roll. And— Curity stays fresh. 


NOT THIS NOT THIS 














New Curity Adhesive sticks and stays stuck. Re- 
sists loosening by drainage, perspiration or even 
a shower bath. 

















zone State 





- city 


Laboratories 


1 adhesive that sticks 


easy to apply—yet it stays stuck and it stays fresh 


New Curity Adhesive is easy to apply. Won’t 
wrinkle or tangle— because it has proper ‘‘body”’. 
It’s up to 53% stronger than USP requirements 
—yet even the tiniest student nurse can tear it. 





New Curity Adhesive is easy to remove—and it 
comes off clean. (No sticky mass left on skin.) 
And you can’t put a less irritating adhesive on 
a patient. 


Since the invention of adhesive tape, manufacturers have 
been faced with these sticky dilemmas: 


If they made tape that would stay stuck, it was hard to 
pull off the roll and the patient. If they made tape with 
good tack (stickiness) it was too sticky to handle easily. If 
tape was flexible enough to conform to the body, it was too 
flimsy to handle. And if it was strong, it was hard to tear. 


Now at last, after 4%2 years of research, the Bauer & 
Black Laboratories have solved al] these dilemmas. The re- 
sult is New Curity Adhesive—the adhesive that combines 
ease of handling with high adhesive properties. 


What's more, these balanced properties are built in to 
stay: a roll that’s been in your drawer six months is just as 
fresh as one right from the factory. 


Ask your Curity salesman for a ‘‘laboratory’”’ 
demonstration right at your own desk. 


You get these new adhesive qualities in every 
Curity adhesive product you buy. 


NEW 


2 ® 

( unity 
ADHESIVE 
PC sAUER & BLACK) | 


Division of The Kendall Company 
309 West Jackson Blvd., Chicago, II. 














DOME CHEMICALS 


4 





The normal skin has an acid pH between 4 and 6. 
This acid mantle acts as a protective barrier. 


When the skin is washed with soap or detergents, or is exposed 
to chemicals, solvents, et cetera, the protective acid mantle 





is removed. 7 —ameot, 
. : Se Sm TORT KTERwar USE OM! 
This exposes the unprotected skin to contact irritants and J DOME CHEMICALS INC 
pathogenic organisms. It results in a rise in the skin pH above 
7, provides a fertile field for development of harmful bacteria AVAILABLE 
and fungi, and may result in various types of dermatitis. a lage pin gS pony henlpoee 


Mantle Lotion pH4.5 in 4 oz 
Dome Acid Mantle returns the skin to its normal acid pH Sn SAE GEE TS 8. Ronee 
in a matter of seconds and holds it for hours. Both the creme 


and lotion are greaseless and stainless. 











Dom ebore 


sussture ror AAC ID MANTLE oonon:come pxs2 





DOMEBORO® TABS 
For acute, weeping dermatitis, Domeboro is the established wet 
dressing therapy all over the world. 


Domeboro makes a fresh solution of aluminum acetate (Burow’s 
Solution 1:20) buffered to a pH4.2. 


AVAILABLE—Tablets (individually Cellophaned) in cans of 12, 100, 500 and 
1000. Packets (single dose) 12 and 100. Bulk Powder, 4 oz., 13 oz. and 4 lb. 


BD) Iwi CHEMICALS INC. 
109 WEST 64 STREET, NEW YORK 23, N. Y 
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CARDIOSCOPE-CS-3-5 








PHYSICAL MEDICINE and CARDIOLOGICAL 
Equipment 




















respected for more than 25 years 
for their many valuable 
contributions to the science of 
physical medicine, is constantly 
increasing the number and 
scope of its products, making it 
possible to offer one of the most 
complete lines available. 

All Dallons equipment is sold 
only through carefully selected 
franchised surgical supply dealers. 





For descriptive literature 
write to manufacturer. 











For the Best in Medical Electronics 
— Specify DALLONS 


DALLONS LABORATORIES, INC. 


5066 Santa Monica Blvd., 
Los Angeles 29, Calif. 











. Please mail FREE literature to: (E CL) 
Mail 
Name G is - . es 
a- This SS era aCe ; ; 
CW x? Fon Chats . 
Von: tata be 


Coupon 
TODAY! 


My preferred 


Surgical Supply ____ : DF ene 


{ 
l 
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At Last... 
SIMPLIFIED NEBULIZATION THERAPY 


for Asthma 


MEDIHALER 


Provides Measured, Uniform Dosage Inhalation Therapy, 
Trouble-Free, Promptly Effective 


@ True Nebulization—80 per cent of particles measure from 
0.5 to 4 microns radius—insuring effective penetration of 
respiratory tract. 

@ Medication, in leakproof, spillproof bottle, cannot deteri- 
orate by exposure to light or oxidation. Each 10 cc. bottle 
provides 200 inhalations. 

@ Medihaler Oral Adapter is inexpensive, 
unbreakable. No breakage of costly glass 
nebulizers. 


@ Aerosol dose released is always the same, 
does not depend on patient strength or on 
amount in bottle. One or occasionally two 
inhalations provides relief for most pa- 
tients. Notably safe for use with children. 


sKMEDIHALER-EPI 


0.5% solution of epinephrine U.S.P. 


>KMEDIHALER-ISO 


0.25% solution of isoproterenol HCI U.S.P. 


In your first prescription for the 
patient be sure to write for medica- 
tion (whichever you choose) AND 

' the Medihaler Oral Adapter (pack- 
aged and sold separately), since 
medications cannot be used without 
Adapter. For refills, write Rx for 
medication only. 


*The Medihaler principle of effec- 
tive antiasthmatic therapy offers 
your favorite bronchodilators in 
special Medihaler aerosol form. 
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Film preview of a 
cigarette’s taste 


This, you'll agree, is one for the books. 
Painstakingly pasted to the strip of film are 
sample strands of Lucky Strike tobacco. In a 
moment the film will be run through a microfilm 
reader—shown in the insert photo—which pro- 
jects an image of the strands to a measure below. 
The purpose of this operation is to check the 
width of the tobacco shreds that go into your 
Lucky. Why all the fuss? It’s simple. If the 


strands were too coarse or irregular in size or 
too fine, they wouldn’t hold together in the cig- 
arette. They just wouldn’t burn right. And bits 
of tobacco would get in your mouth. In short, 
the taste would be impaired. 


This test and hundreds like it, carried on daily 
in the Research Laboratory of The American 
Tobacco Company, help keep Lucky Strike the 
cigarette of matchless quality. 


She American obaceoCompany 


FIRST 


IN CIGARETTE RESEARCH 








the new injectable enzyme relieves 
inflammation through systemic action 


Chymar reduces inflammation... restores 
circulation... hastens absorption of edema... 


stops further necrosis ... promotes healing 


4 hours after accident— 
Chymar started 





administration 


72 hours later 
Inject 0.5 cc. of Chymar 
deep into the gluteal muscle 
1 to 3 times daily for 
maximum benefit. 








Immediately after surgery— 
Chymar started 





Inflammation of long-standing 

may require 0.5 cc. of Chymar 

once or twice a week for 

several weeks after the 

initial course. 

Chymar is a suspension of 
chymotrypsin, a proteolytic enzyme, 
in sesame oil for intramuscular 
injection. Each 1 cc. supplies 
5000 units of proteolytic activity. 
5 cc. vials. 





4 days later 





THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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The primary concern of the 
dermatologist is embodied in the 
dictum, “Primum Non Nocere,”’ 

meaning “First do no harm.’ * 

A major attribute of Desitin 
Ointment is its non-sensitizing, 
non-irritant, non-toxic** quality 
even when applied over extensive, 
raw skin areas. To soothe, protect, 
lubricate, and accelerate healing 
... Without causing “therapeutic” 
or “overtreatment” dermatitis 
... rely on 








DESITIN 


OINTMENT 


rich in cod liver oil 


in diaper rash e wounds fespecially slow healing) 
ulcers (decubitus, varicose, diabetic) @ burns 
dermatoses e rectal irritation 


Tubes of 1 0z., 2 0z., 4 0z., and 1 Ib. jars. 


May we send SaAaMples and literature? 
DESITIN CHEMICAL COMPANY @ >rovidence 4, Rut. 


. Overall, J. C.; Southern M. J. 47:789, 1954. 2. Editorial: New England J. M. 246:111, 1952 
. Grayzel, H. G., Heimer, C. B., and Grayzel R. W.: New York St. J. M. 53:2233, 1953 

. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of Pediatrics 68:382, 1951 

. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949 
. Turell, R.: New York St. J. M. 50:2282, 1950 
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Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, botiles of 100. 
Both are deep-scored. 
*Schwartz, E.: New York J. Med. 
56:570, 1956. 


: BALANCE 


ae 


wen, til 


in bronchial asthma 


brand of prednisolone 


one of “the best therapeutic agents 
now available”* 


provides restoration of breathing capacity — Relief of symptoms 
[bronchospasm, cough, wheezing, dyspnea] is maintained for long 
periods with relatively small doses.* 

minimal effect on electrolyte balance — “‘in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”** Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 





the incidence of 


HEAVY METAL POISONING 
is higher than realized 


Calcium Disodiun WERSENATE 


spells the answer 


At last, here is a dependably effective means of removing heavy 
metals from the body without danger of organ damage. Calcium 
Disodium VERSENATE is now available for oral as well as intra- 
venous therapy; the intravenous form for safe, effective, dramatic 
short-term treatment; the oral form for convenient prevention of 
exacerbations or as sole therapy for milder types of lead poisoning. 


INTRAVENOUS Complete instructions for dilu- 

tion and administration accompany the ampuls. 

The average daily dose for an adult is 1 to 2 Gm. 

NOW IN per day, given as two infusions. For children, the 
dose is not more than 0.5 Gm. per 35 pounds of body 

DOSAGE FORMS weight, given once or twice daily. Boxes of six 5cc. 


(1 Gm.) ampuls. 


ORAL Average adult dose is 8 tablets (4 Gm.) per 

day, in divided doses. For children, the dose is adjusted 

on the basis of 2 tablets (1 Gm.) per 35 pounds of body 

weight daily, in divided doses. For ease of adminis- 

tration tablets may be crushed and dissolved in 

Write for descriptive booklet. milk. In bottles of 250 tablets, each containing 500 mg. 


*Trademark of Dow Chemical Co. 


LOS ANGELES 


j 
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NATIONAL Datry COUNCIL 


Since 1915... 
promoting better health 
through nutrition 
research and education. 


No one envies the man who must tell 
a woman she is overweight . . . and 
that the cause is overeating! 

The doctor’s task is easier when he 
prescribes a palatable diet with foods 
which are typical of those the entire 
family needs each day. Medically super- 
vised studies on weight reduction show 
women ...and men... losing 1/4 to 
2 pounds per week on diets of every- 
day foods which provide approximately 
equal weights of protein, fat, and carbo- 
hydrate. Hunger is less of a problem 
with thi: diet . 
protein ana fat in a meal slows diges- 
tion... and the absorption of nutrients. 


The foods included in these diets pro- 
vide all essential nutrients in amounts 
recommended for adults. Only calories 
are in deficit. Dairy foods are an im- 


. . for a combination of 


2 o 


REAN 


portant feature of these meals because 
of their high proportion of nutrients in 
relation to the calories they provide. 
Their taste appeal and variety make 
the diet easy to follow until the desired 
weight is lost. 

Doctors! Send for the convenient leaf- 
let and diet instruction sheets contain- 
ing menus for three full meals a day 
for an entire week. Diets at two moder- 
ately low calorie levels are included. 
These diet instructions will be useful 
even where a person may require a 
different calorie level for weight loss. 
For such individuals, the physician can 
suggest desired modification, retaining 
the basic diet plan. 

These materials are yours on request 
—without cost or obligation. Simply fill 
out the coupon below and mail it today. 


The nutritional statements made in this advertisement have been reviewed 
by the Council on Foods and Nutrition of the American Medical Associ- 
ation and found consistent with current authoritative medical opinion. 


NATIONAL DAIRY COUNCIL—A non-profit organization 
111 N. Canal Street, Chicago 6, Illinois. 


Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet 


on weight reduction. 
NAME 
PROFESSIONAL DESIGNATION _ 


ADDRESS __ 





CITY 


STATE 





There's More to This * 
Than Meets the Eye 


*dimethy!| polysiloxane 


Dimethyl Polysiloxane can be a mouth- 

ful of syllables, or a handful of protec- 
tion—in this case it is a handful of 
protection. 

This protection is long lasting because 
PAX Silicone Lotion contains high poly- 
mer Silicone. High polymer Silicones have 
greater viscosity; and the greater the vis- 
cosity, the more long lasting is the protection 
a fforded ! 

PAX protective Silicone Lotion contains 
ten per cent long polymer Silicone. This means 
that it specifically resists water, various alco- 
hols, mineral oil, various acids and detergents, 
carbitol, dimethylphthalate, ethylene glycol, 
acetone as well as other chemicals. It therefore 
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protects the user against any of these materials, 





and most water borne irritants. 
In tests conducted at a leading midwestern uni- 


versity, the lack of cosmetic acceptance of leading ; 
feo ‘ Ss first appear (look at the drawing 
competitive products was clearly established. PAX aati: Segui Hers: eile wilina tae. 
is the only effective Silicone Lotion which is pleasant allel) and so it is with Silicone— 
to use, and which does not leave the hands sticky or they are not all alike! Only a lo- 


tion with high polymer Silicone 








greasy. The pH is near neutral, and PAX can be 
used repeatedly without any harm to the skin. PAX 
protects against harsh chemicals, and also protects 
from the drying effects of low humidity particularly 
when the hands have been in water or solvents. 

Write the PAX Testing and Research Laboratories 
today for full technical information on PAX Protective a 
Silicone Lotion. 


can offer maximum skin protection. 


LOOK for the PAX ROOSTER and the 
PAX SEAL. They are trade marks used 
only on products of the Highest Merit. @ 





G. H. PACKWOOD MANUFACTURING COMPANY 


Manufacturing 
1549 TOWER GROVE AVENUE e ST. LOUIS 10, MO. 
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surgery... 





FURACIN ® soluble dressing-antibacterial 
protection without retarding healing 





e bactericidal to the majority of pathogens found 
in surface infections* 

e does not retard epithelization or granulation* 

foul wound odor is improved within 24 hours* 

@ water-miscible base mixes freely with wound 
exudates to reach infected areas without tissue 
maceration 

@ sensitization in surgical use is generally not 
more than 1% 

@ cannot sensitize the patient to systemic anti- 
biotic therapy 

For topical antibacterial therapy in: surgery ® severe 

burns ¢ skin grafting ¢ ulcers ¢ pyodermas « first aid 


treatment of abrasions, lacerations 
*Shipley, E. R., and Dodd, M.C.: Surg., Gynec. & Obst. 84: 366, 1947. 


EATON LABORATORIES, Norwich, N.Y. 


FORMULA: Furacin Soluble Dressing contains Furacin (brand 
of nitrofurazone) 0.2%, dissolved in a water-soluble, 
ointment-like base of polyethylene glycols. 

SUPPLIED: 2 oz. tube; 4 0z., 1 lb. and 5 lb. jars. 


Two other convenient forms of Furacin for surgical 
use allow for adaptation to any technic: 
FURACIN® solution 


FORMULA: Furacin Solution contains Furacin (brand of nitro- 
furazone) 0.2%, in a liquid vehicle composed of polyethy- 
lene glycols 65%, a wetting agent 0.3% and water. 
SUPPLIED: Bottles of 2 fl. oz. and 1 pint. 


FURACIN® soluble powder 
FORMULA: Furacin Soluble Powder contains Furacin (brand 
of nitrofurazone) 0.2%, in a powder base composed of com- 
pletely water-soluble polyethylene glycols. 

SUPPLIED: Shaker-top vial of 14 Gm. 


a new class of antimicrobials 


onl Ju NITROFURANS neither antibiotics nor sulfas 








Frage 00 





that is 


FAST 







DEPENDABLE! 







1 


A 





chloride 


—brand of refined benzalkonium chloride—is an antiseptic that is 


fast — kills many gram-positive and gram-negative bacteria in seconds. 


dependable — reliable bactericidal and bacteriostatic effectiveness combined with 
marked wetting and penetrating activity. 


well tolerated — virtually nontoxic and nonirritating to tissue cells — well tolerated 
in surface application or irrigation. 


versatile — for antisepsis in surgery, obstetrics and gynecology; urology; dermatology; eye, 
ear, nose and throat; pediatrics and general practice. Excellent for instruments, too!* 


economical — | oz. of Zephiran concentrate makes 1 gallon of 1:1000 Zephiran solution. 
*with Anti-Rust Tablets (Winthrop) 





scores every time! 


e 
(| Juthivop LABORATORIES 


New York 18,N.Y. ¢ Windsor, Ont. 


Zephiran chloride 


Zephiran chloride Tincture 1:1000 

tinted and stainless 

bottles of 8 fl. oz. and 1 gallon 

Zephiran chloride AQUEOUS SoLuTION 1:1000 
bottles of 8 fl. oz. and 1 gallon 


Zephiran chloride ConceNntRATE 12.8% 
aqueous solution (must be diluted 
— 1 oz. makes | gallon of 1:1000 


solution), bottles of 4 fl. oz. and 1 gallon. Zephiran, trademark reg. U.S. Pat. Off. 1054M 














CAMBRIDGE 
CARDIAC DIAGNOSTIC INSTRUMENTS 


Cambridge Standard String Galvanometer Electro- 
cardiographs are available in the SIMPLI-TROL 
PORTABLE MODEL, the MOBILE MODEL, and 
the RESEARCH MODEL, all of which may be 
arranged for heart sound and pulse recording. 





SIMPLI-SCRIBE 


AUDIO-VISUAL DIRECT WRITER 
HEART SOUND RECORDER a 
A portable direct writing 


Enables the Doctor to simul- Electrocardiograph of ut- 
taneously _ Hear, See and most usefulness and accu- 
permanently Record heart jacy for the Cardiologist, 
sounds which are visible Hospital or Clinic 

upon the “long persistence” , ; 
screen of a cathode ray tube. 
Any portion of the heart 
sounds may be permanently 
recorded upon a magnetic 
disc, which may then be 
played back and viewed at 
any time. 








OPERATING ROOM 
CARDIOSCOPE 


Provides continuous obser- 
vation of the electrocardio- 
gram and heart rate during 
surgery. Warns of ap- 
proaching cardiac’ stand- 
still. Explosion-proof. An 
invaluable new instrument 





CATHEDERIZATION for use by the Anesthesiol- 
(Multi-Channel) ogist. 
MONITOR-RECORDER 
Indicates and simultaneously SIMPLI-TROL PORTABLE 


records EKGs, pulse waves, ELECTROCARDIOGRAPH 
EKYs, pneumograms, intra- 

cardiac blood pressures, etc. A string galvanometer 
Any combination of these instrument, a standard of 
functions can be traced on a comparison. Light in weight, 
single record. simple to operate. 


EDUCATIONAL CARDIOSCOPE. A valuable aid in 
teaching Electrocardiography and Auscultation by audio 
and visual means. 


CAMBRIDGE ALSO MAKES 


Plethysmograph Electrokymograph 
Automatic Continuous Blood Pressure Recorder i 
Amplifying Stethoscope Research pH Meter : 
Send for descriptive literature 4 


CAMBRIDGE INSTRUMENT CO., INC. 


3716 Grand Central Terminal, New York 17 





CHICAGO 39, ILL. DETROIT 2, MICH. 4 

4000 West North Ave. 7410 Woodward Ave. sd 
CLEVELAND 15, OHIO PHILADELPHIA 4, PA. pe 
1720 Euclid Avenue 135 South 36th St. j 
PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH on 
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morl to: 
Menley & James, 
Limited 


91-27 138th Place 
Jamaica 35, N. Y. 


Street 


State 


Zone 


City 





allergic to pollen 


... yet fully enjoying summertime 





‘Co-Pyronil’ —— 


Fitty 


recat 
cry /acseanen/" 
Qua 





PYRROBUTAMINE COMPOUND, LILLY 


. usually eliminates distressing symptoms without causing side-effects; 
allows the allergic patient to enjoy fully this ‘“funtime”’ season of the year. 


rapid-acting . . . relief usually noted 
within fifteen to thirty minutes. 


long-acting. .. relief often maintained 
for eight to twelve hours; thus continuous 


relief is provided on a convenient dosage 
schedule. 


complete relief . .. more frequently 
obtained because of the complementary 


actions of two antihistamines and a 
sympathomimetic. 

Supplied as pulvules, pediatric pulvules, and 
suspension. Also, Tablets ‘Pyronil’ (Pyrro- 
butamine, Lilly), 15 mg. 





prescribe relief from allergy... prescribe ‘Co-Pyronil’ 


1956 / ELI LILLY AND COMPANY 


EC du ANNIVERSARY 1876 
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The Treatment of Burns 


‘ > ‘ 
in Mass Casualties 


MICHAEL L. MASON, M.D., Chicago 


N ATOMIC bombing—a happening not experi- 
enced in this country, and hopefully not to 
happen—is the perfect example of an over- 
whelming catastrophe. But mass casualties 

may occur of much less serious proportions in fac- 
tory fires and explosions, and anyone who has ex- 
perienced the admission of as few as six or 
seven seriously burned patients to one hospital 
realizes that even this small number presents a 
difficult problem. It is obvious, therefore, that 
the task of caring for burns on a wholesale 
scale, be there hundreds or thousands, becomes 
one of organization and supervision. Care must 
be rendered by individuals of decreasing profes- 
sional experience as the number of casualties 
increases, until finally the point is reached where 
the trained physician can do little more than 
sort cases and direct measures to be carried out 
by lay personnel. To meet a situation of this 
magnitude will require education of the lay pub- 
lic in the simplest and most basic principles of 
wound care. This is a problem with which civil 
defense is busying itself, and which is national 
in scope. 

The general lines of thought on this subject 
have appeared, especially in the talks and writ- 
ings of Schaefer! and Artz? who have given the 
problems of mass casualties considerable study. 
Basically, the philosophy is that of the greatest 
good to the greatest number. This—reduced to 
its simplest terms—means that treatment and 
supplies are distributed where they will do the 
greatest good, and that priority of care is given 
those who can be expected to survive. It means 
that many who would ordinarily receive profes- 
sional care must treat themselves or depend up- 
on a friend or neighbor for treatment. It means 
also that very seriously burned patients (over 
40 or 50%), and those who would survive only 
with great amounts of plasma, plasma expander, 
blood, and who would require constant attend- 
ance and watching, would have to be given the 
lowest priority of care. This is the situation, and 





Presented at a joint meeting of the CENTRAL STATES SOCIETY 
oF INDUSTRIAL MEDICINE AND SURGERY, the Lake County, Indiana, 
Medical Society, and the Tenth District, Indiana State Medical 
Society, Gary, Indiana, May 25, 1956. 


September, 1956 


whether we like it or not we must face it and 
determine what we can do about it. 


S A STARTER, we may consider what is the 

present-day treatment for burns, what are 
the principles of burn care, and then see how 
they can be fitted into a scheme for handling 
casualties by the thousands, or possibly hun- 
dreds of thousands. 

Burns will make up a very high percentage of 
casualties in nuclear war; the majority will be 
flash burns, others will be fire burns, and the 
latter may be the more severe. In attempting to 
outline care for burns in overwhelming numbers, 
certain features of these injuries should be tak- 
en into account. Many of these burns will be 
associated with other wounds, open fractures, 
lacerations, and crushes, and this must be kept 
in mind in outlining treatment. Another factor 
is that hospital facilities will be at a premium, 
and thus by far the greatest number cannot be 
hospitalized in the strict sense, though tempo- 
rary shelters must be provided for many. Most 
will have to be cared for on an ambulatory basis. 
A third factor is that, following explosion and 
fire, dust and dirt will fill the air, ready to con- 
taminate any open surface. And a fourth factor 
is that victims of the nuclear disaster who can- 
not care for themselves, and who require shelter 
and supervised care, must be transported some 
distance from the scene of the catastrophe. 

All of these factors must be considered in at- 
tempts to reduce burn care to the simplest possi- 
ble measures that will still meet—however im- 
perfectly—the basic principles of open-wound 
care. Burns are, in fact, open wounds—regard- 
less of what treatment is given them they are 
open until the injured surface is protected, either 
by dressings or by a coagulated crust. 


N THE CARE of a burn, there are two phases. 

One is the general care toward the prevention 
or correction of physiologic disturbances associ- 
ated with large burns. The other is the treat- 
ment of the injured surface. There is a tendency 
to separate these two aspects of burn care, and 
to lay great stress on the one or the other. Much 
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of our thinking and research has been directed 
toward general treatment, and somewhat less 
emphasis has been placed on the local treatment 
of the injured area. The general treatment and 
the research studies of the physiologic disturb- 
become more and more involved and 
elaborate. However, the tendency is to reduce 
local care more and more, almost to the point 
of allowing the surface to take care of itself 
until time for slough removal and skin-grafting 


ance have 


arrives. 

It is admitted, of course, that in burns of 
over 15‘ to 20° of body surface the saving of 
lives will depend upon prompt correction of the 
profound fluid shifts that come with severe 
burns. In this sense, the general treatment is 
of greater immediate significance, for, obviously, 
if the patient does not survive, local care means 
nothing. On the other hand, if the patient sur- 
vives only to succumb to infection there is no 
Nor is there great profit if the 


profit either. 


patient survives only to have seriously infected 


surfaces, deep losses due to progressive necro- 
tizing processes, probably bacterial, which re- 
quire months of care to clean up and skin graft. 
We may save lives but we are not conserving 
manpower if the victim is incapacitated by 
chronic infection. The point is that one cannot 
neglect either phase of treatment, the general 
or the shock is already present 
when the patient is admitted, local care and 
general care should be started simultaneously. 
If the patient is admitted already in shock, ob- 
this brought under control 


local; unless 


viously should be 
first. 

The physiologic and nutritional disturbances 
that occur in extensive burns are three. The 
first is the initial phase of burn shock or im- 
pending burn shock due to rapid shift of fluids 
from the blood stream and tissues into tissue 
spaces in and about the burn. The second is the 
phase of so-called “burn toxemia.”’ And the third 
nutritional and hematopoietic 
in the later 


is the profound 
disturbance which becomes manifest 
phases of the course of the burn. 
The initial fluid loss occurs very rapidly, es- 
pecially during the first eight hours, gradually 
slowing up during the next two days, so that at 
the end of 48 hours the tissue fluids have reached 
their peak and the period of diuresis begins. 
The fluids into the tissues leads to 
lowered blood volume and, with that, to lessen- 
ing efficiency of circulation and to tissue an- 
oxia. This is felt especially by the liver, the kid- 
neys, and the brain. If sufficiently prolonged and 
severe, it will lead. to death. The first task in 
treating burn shock, or in attempts to avoid its 
development, is the rapid restoration of the 
blood volume. The initial loss is largely of a 
plasma-like fluid with associated electrolyte dis- 
Ideally, this loss should be made up 
at once by the use of plasma plus a minimal 
amount of electrolyte fluids. Ideally also, espe- 
cially with deep burns, some whole blood should 
be given initially since there is actual loss of 
red blood cells owing to the burn and to trapping 


loss of 


turbance 


of cells in various areas. It seems true also that 
the early administration of blood is helpful in 
minimizing the secondary anemia which occurs 
following serious burns. 
\W ITH BURNS of over 15% of body surface, 
shock is to be anticipated if not already 
present. In children and in old people, shock 
may develop with even lower percentages of 
burn. It is essential, therefore, when burns of 
this percentage or over are brought in, to start 
the administration of intravenous fluids whether 
or not there is evidence of shock. The amounts 
and types of fluids to be administered cannot 
be determined exactly, but there are several 
formulae which may be used as guides. These 
simply indicate the general range of fluid ad- 
ministration and are not to be taken as absolute. 
The real judgment as to amount of fluids to be 
given in any single case will depend on the 
clinical course, the rate of urine excretion, and 
hematocrit and hemoglobin determination. The 
clinical course and the urinary excretion rate 
are most important. 

The area of body surface burned can be con- 
veniently estimated by the “rule of 9.” By this 
rule an upper extremity is estimated to have 9% 
of body surface, the head and neck 9°, the 
lower extremity 18°-, the anterior and posterior 
trunk each 18°-—and, as a handy guide for 
estimating irregular areas, the palm is about 
1°,. Following this rule, a sufficiently accurate 
estimate of body surface burned can be made 
to permit starting the replacement therapy. 

It is necessary to know the patient’s weight, 
and this is usually expressed in kilograms. The 
estimated amount of intravenous fluid required 
is 2 cc. per kilo for each 1° of surface burned. 
Therefore, a man with a 30° burn who weighs 
75 kg. would require 2 x 30 x 75 or 4500 cc. of 
intravenous fluid in the first 24 hours. (If we 
estimate in pounds instead of kilograms, it 
would amount to 1 cc. per pound per percentage. ) 

This does not tell us what type of fluid should 
be administered. There is some disagreement 
here as to the amount of electrolyte that is ini- 
tially required. Approximately one-half of this 
initial I.V. fluid should be colloid (plasma, plas- 
ma expander, whole blood); the other half or 
so may be an electrolyte, preferably lactated 
Ringer’s solution. Some give a higher amount 
of electrolyte, as much as three-quarters of the 
fluid; others give more colloid, as much as three- 
quarters. It is desirable to give whole blood 
during this phase, particularly if the burn is 
deep, despite its theoretical effect on a high 
hematocrit; on the contrary, it has been found 
beneficial. While plasma itself is superior to a 
plasma expander, the fear of hepatitis has cur- 
tailed considerably the use of plasma. 

In addition to the intravenous fluid given to 
compensate for fluid loss into tissues, the patient 
will require 2000 cc. of water, given as glucose 
solution, to cover normal physiologic loss due 
to perspiration, respiratory loss, urine excretion, 
etc. 
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How DOES one judge if enough fluid has been 

given or is being given? There are three 
important criteria by which the clinician can 
gauge the efficacy of his treatment. He should 
not neglect clinical observation. During the first 
24 hours, the patient must be watched carefully 
for evidence of developing or impending shock. 
Restlessness is not evidence of pain, but of cere- 
bral anoxia and need for more intravenous fluid. 
Thirst does not indicate fluid by mouth but more 
fluid by vein. Lividity and cyanosis are indica- 
tions of shock, as is collapse of the peripheral 
veins. Blood pressure is a measurable and re- 
cordable observation, but fall in blood pressure 
is not to be awaited: it comes late, and may be 
too late. Constant vigilance is needed; the pa- 
tient must be seen and assessed at frequent in- 
tervals. The urinary output should be kept up 
to 25-50 cc. per hour as measured by an in- 
dwelling catheter. Lower levels indicate the need 
for more fluids; higher levels for less. The spe- 
cific gravity should be 1.016 or thereabouts. 
Laboratory observations of hematocrit and _ he- 
moglobin levels are valuable but not entirely 
necessary in the first 24-48 hours. 

During the second 24 hours, the intravenous 
fluid requirement will be about one-half of that 
during the first 24 hours, except that the 2000 
ce. for physiologic requirements remains con- 
stant. At this time, the patient may be able to 
take fluids orally, and, if so, there seems to be 
advantage in giving him 200 cc. per hour of a 
solution consisting of 3 grams of salt and 1.5 


grams of soda per quart of cool water. 

This regime will carry the patient through 
the first two days post-burn. Thereafter, for the 
severe burn, it will be a matter of keeping up 
the nutrition by a high calorie, high protein diet, 
liberal amounts of vitamins, and frequent blood 


transfusions until such time as the burn is 
healed by removal of slough and skin graft. The 
earlier this is accomplished, the better will be 
the patient’s general condition and nutrition. 


UCH MORE could be said concerning the gen- 

eral care of the patient, but we have brought 
him through the initial 48 hours and we can 
stop for a moment to study this critical phase 
as it might apply in the case of nuclear warfare 
when casualties by thousands instead of tens 
would require care. Certainly, skilled medical 
aid would not be available for such a number of 
patients at once, and one thinks of stop-gap 
measures which might tide a patient over eight 
to 24 hours when professionally-supervised care 
might be secured. For very temporary relief, 
fluids by mouth would help, but for a_ short 
period of time only. It has been advised that the 
lay public be instructed to prepare an electrolyte 
solution (salt 3 grams and soda 1.5 grams per 
quart) to drink in liberal amounts during this 
phase of post-burn. This may, of course, be of 
help in the first few hours, but anyone who has 
sared for severe burns must realize that this 
cannot be expected to answer the problem. In- 
travenous fluids of colloidal nature will be re- 
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quired and should be started early if we are to 
give adequate help and save many lives. But 
who can give these fluids? Where will we get 
the enormous amounts of fluids necessary? And 
who will determine if they are to be given? 

These are questions that must be answered 
if we are to survive. It is to be hoped that within 
10 to 12 hours following nuclear bombing, pa- 
tients can be evacuated by some means to burn 
centers where standardized and supervised care 
will be available. This will certainly not be care 
rendered by professionals, but it can be given 
by properly instructed lay personnel under pro- 
fessional supervision. When it comes to survival, 
man can do much for himself providing he has 
some idea as to what he should do. 

The administration of intravenous fluids by) 
lay personnel is not beyond the range of possi- 
bility. The ‘“‘main liner’ has taught himself to 
hit a vein with a needle; the stimulation merely 
need be enough. Who knows what people can do 
for themselves when their lives depend on it? 
The medical soldier and navy corpsman became 
very proficient in many procedures which in 
peace-time are done by professionals. 

It will be more difficult to determine how 
much fluid should be administered and how to 
teach the layman to make this determination 
However, a hard core of well-trained laymen, 
similar to the first aid men in the Armed Forces, 
working under medical supervision, could do 
much to extend expert help to thousands of 
people. The lay knowledge of first aid and of 
the rudiments of wound care must be vastly in- 
creased, comes an atomic war. The lay public 
must be taught principles of care, not just rou- 
tine procedures. Improvisation will be needed 
and it must be based on principle. The advertiser 
has learned to drum into our sensoriums. all 
sorts of nonsense, much of which has 
part and parcel of our lives. A similar technique 
could be used to teach more important facts. 

Where will the fluids come from and what 
types of fluid should they be? At the moment, 
of course, the only safe fluids that can be stored 
for long periods and administered without mix- 
ing and typing are the various electrolyte solu- 
tions and plasma expanders. It is not yet possible 
to store blood in adequate amounts, and plasma 
prepared by Garrott Allen’s technique is not as 
yet available generally. However, Dextran or a 
similar solution and suitable electrolytes can be 
processed and stored in limitless quantities. Cer- 
tainly, it would require enormous quantities of 
these solutions stored in many depots through- 
out the country, and at enormous expense. How- 
ever, deterioration is minimal, and the 
would not be so great if we compare it with the 
current costs of preparedness. This again is a 
national and not a local problem. 


become 


cost 


HE LOCAL care of the burn presents a second 

problem. It is our feeling that this cannot be 
subordinated to general care; both must proceed 
together. 

Two methods of care of the burn wound ob- 
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tain today, the closed and the open, and argu- 
ments favoring one or the other are far from 
settled. I think it is safe to say that, regardless 
of the treatment used, the burn is less likely to 
develop infection if it has been cleansed with 
soap and water, if blisters have been opened, and 
if debris has been removed. Both methods seek 


to seal off the burn surface. 

By the dressing technique, a voluminous com- 
pression dressing is applied after the surface 
has been properly cleansed. This dressing is not 


disturbed for five to 10 days, or occasionally 
longer, and, if no complications develop, the burn 
is either healed or ready for removal of eschar 
and for skin-grafting by the end of the second 
week or sooner. Ready-prepared burn dressings 
in various are available, can be rapidly 
applied, and in general require little subsequent 
attention for some days. 

By the open method, 
cleansed and the patient 
sheets with the burn placed as to be 
entirely exposed to the air. It usually requires 
48 hours for a crust to form over the burn sur- 
face and when this forms it is a_ protection 
against bacterial invasion. During this time, the 
patients are uncomfortable, require sedation, 
and must be carefully watched lest cracks occur 
in the developing crust. 

There are, of course, advantages and disad- 
vantages in both methods of treatment. I think, 
however, that one would have to right off 
that the open method is not applicable to ambu- 
lant care. With hospital beds practically non- 
existent for the numbers of casualties antici- 
pated in nuclear warfare, the majority of burns 
would have to be cared for on an ambulant basis, 
and, for these, dressings of some sort would 
have to be provided. 

In the case of fires and explosions, as in even 
conventional bombing, tremendous amounts of 
dust and dirt would fill the air, and the burned 
surface, if left open, would soon be covered with 
grime thicker than that which accumulates on 
one’s window sills in Chicago on a winter day. 
Common sense would seem to dictate covering 
of the surface to protect it against this foreign 
material. 

Even in hospitalized cases under supervision, 
great care must be exercised and constant super- 
vision demanded to see that the crust, once it 
forms, does not crack. How one could hope for 
such care in the wake of an atomic bombing I 
cannot understand. 

It is said that infection is less likely to occur 
in burns cared for by the open method than in 
those treated by dressings. It must be remem- 
bered, however, that these observations were 
made by surgeons using the best of technique in 
institutions where abundant supplies, supervi- 
sion, and equipment were available, and, after 
all, with a manageable burn load. 

Circumferential burns are very difficult, if not 
impossible, to handle by the open technique. 
Burns of the hand are not amenable to open 
treatment. Transportation of patients with burns 


sizes 


simply 
clean 


the part is 
put to bed on 
area so 


say 


406 


is nearly impossible unless the burn is covered. 

Many of the burn casualties will present other 
injuries, lacerations, and open fractures. No one 
will argue in favor of open care for these wounds. 

My own conviction is that if we are confronted 
with casualties, even the numbers which are an- 
ticipated in atomic bombing, we should make 
our local care approach as nearly as possible the 
care we would want to give a single casualty. 
We must go back again to basic principles, try 
to agree on what they are, and make our treat- 
ment conform as closely as possible to them. 

Two big objections have been raised to the 
dressing method of burn care. The first is that 
the treatment is time-consuming, especially if 
dressing changes become necessary. By the use 
of large prepared burn dressings, something like 
abdominal pads, only thicker and very much 
larger, a burn of an entire extremity or the 
whole trunk, front and back,. can be dressed in 
a matter of minutes. 

The second objection to the dressing method 
is that it will require such enormous quantities 
of dressings that they will be impossible to se- 
cure. This is a real objection, and one that must 
be met. It is possible, of course, for hospitals to 
store enough dressings for 25 or 30 burn cases, 
and I think most hospitals nowadays are stock- 
piled to care for about 10% of their bed capacity 
of severely injured cases. However, stockpiling 
for casualties in the millions is quite another 
matter, and for this we must again turn to the 
national government. Burn dressings are essen- 
tially cotton and cellulose, neither of which is 
especially expensive. If we can afford to defend 
ourselves, we should also be able to care for 
ourselves if an atomic attack comes. 

I have said nothing about the use of antibiotics 
for control of infection. They are not needed in 
all burns under normal conditions, but under 
nuclear attack some sort of oral antibiotic should 
be available in quantities. Likewise, tetanus 
protection should be given to all open injuries, 
burns, or otherwise. It is to be hoped that a 
national program of tetanus immunization can 
be started. 


THIRD phase of burn care is the removal of 

burn slough where there has been full thick- 
ness loss and coverage of these areas with skin. 
In view of the fact that many of these patients 
may have suffered radiation exposure, every ef- 
fort should be made to get surfaces healed as 
quickly as possible. Whatever method may have 
been used initially as treatment for the burn, 
open or closed, it must be covered as soon as 
the slough has been removed. 

Removal may be accomplished most quickly 
by surgical excision under anesthesia. Since this 
stage of burn care does not arise until some 12 
to 18 days post-burn, it is possible that re- 
organization and some semblance of order can 
by then be established. It may well be, too, that 
some day an enzymatic or chemical debriding 
agent can be developed which will make slough 
removal simpler without need for anesthesia. 
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The use of cadaver skin has proved life-saving 
in covering large burn surfaces, especially in 
debilitated patients, and for patients with such 
extensive burns that they cannot themselves fur- 
nish sufficient skin for immediate grafting. Many 
studies are being made on methods of preserving 
such skin in skin banks; these would prove in- 
valuable in mass casualty situations such as we 


sible lay help, closely and rigidly supervised. 
This might not be perfect, but it is certainly more 
acceptable than caring professionally for a few, 
allowing the majority to go without care. 
National survival will depend upon public 
morale. People must be taught the basic rudi- 
ments of open wound care so that they can start 
off with proper mutually-rendered first aid. They 


should feel confident in the application of this 

care. They should then know that definitive care 

under professional supervision will eventually 

be forthcoming if they can tide themselves over 

the initial few hours following the catastrophe. 
(154 East Erie.) 


are visualizing. Skin grafting itself, with the 
numerous machines available today, may be car- 
ried out by any physician or intern. 
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“Burns: I.—Local Wound Treatment 


The New Leisure 


HE HUGE increase in leisure time will itself create giant new industries which cater 
Bs that need, but it will also create the serious problems that already flow from 
leisure. There are hundreds of thousands of people who push 220 horsepower instru- 
ments down the highways of America who still are not emotionally equipped to drive 
anything larger than a kiddy-car. There are people today with hours and weeks of 
leisure time at their disposal who are not equipped to spend five minutes in their own 
presence, let alone the presence of their families. The rush to get out on the road on a 
sunny weekend is, in many cases, the rush to get out of the house, away from the same 
old walls, the tired old faces, and the hateful old environment; increasingly, it leads 
only to the frustration of winding up, bumper-to-bumper, in a line which seemingly 
starts nowhere and ends nowhere except in further frustration. The problem of leisure 
is one which also has reflected itself in a variety of social] statistics that we know 
separately as juvenile delinquency, divorce, mental illness. Happily, in this age of 
technology and science, as some of the problems grow larger, solutions are developing. 
Just five years ago it seemed probable that there would be no possibility of even housing 
the potential recruits for the mental hospitals of the nation, much less giving them ade- 
quate care. At this moment they are all but bursting the walls of the mental hospitals 
to make room for those who require services. Yet, at this very same moment, an an- 
cient remedy now being manufactured in refined form by American drug companies— 
derivative of the Indian snakeroot—has already revolutionized the practice of psychiatry 
and has in a number of instances emptied as much as half of an entire mental hospital 
within a matter of weeks. 

From ‘“‘New Challenges for American Business Leadership,”” by LEo M. 


Research Institute of America; Address given before the California Personnel Management Association, 
Berkeley. 


CHERNE, Executive Director, 
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‘en TOPIC today is one that is rarely talked 
about in a forum of this type. I hope that we 
may provoke much thought and future discussion. 
If we can arrive at some agreement as to optimum 
time off for certain disabilities, we physicians 
in industry shall have some guide to go by in 
dealing with individual Also, our 
anxieties will not be as great, nor our frustra- 
tions, when the foreman, the superintendent, or 
the industrial relations people query us as to 
when John Jones or Mary Smith will be able to 
return to work. 

A personnel man was interviewing an appli- 
cant for a job, and he said: ‘We have a rest 
room here if you ever get tired. We have a Medi- 
cal Department if you ever get sick. And we have 
a psychiatrist if you ever wonder why the heck 
you took this job.” This is not the function of a 
neurologist and psychiatrist in industry. Broadly 
speaking, his function is two-fold: one, profes- 
sional; two, educational. Today I wish to speak 
briefly about one aspect of his professional func- 
tion, namely, the estimation of expected time off 
for neurologic and psychiatric disabilities. 

In the field of neurology and psychiatry, | 
know of no work or attempts of work in classify- 
ing these conditions in the same fashion as the 
The 
cardiac classification gives the cardiologist and 
the industrial physician much information as to 
the condition, as to what the 
future holds for the patient, as to an average ex- 
pected time for re-employability ; and it also gives 
these physicians some comfort and security. In 
the neurologic field we can approximate in many 
conditions the expected time for improvement or 
recovery and, therefore, develop some estimation 
as to the time of re-employability. However, in 
the psychiatric field there are so many variables 
in the various individual personality structures, 
in environmental and strains, and in 
an individual’s reaction to these and 
strains based on his past and present behavioral 
that it is extremely difficult to 
prognosticate the optimum time for re-employ- 
ment. In various medical conditions, surgical dis- 


each case. 


cardiologists have classified cardiac lesions. 
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eases and orthopedic disorders the expected time 
of healing of tissues is fairly well known. But 
even in these conditions the personality of the 
patient with the disease, his motivations for or 
against recovery, militate for or against his get- 
ting well in the usual time and returning to 
work. This factor of individual personality struc- 
ture must always be kept in mind in dealing with 
any illness. In psychiatric patients, the person- 
ality of the individual before his psychiatric ill- 
ness is very important, and must be considered 
seriously in the diagnosis and prognosis of his 
condition and in estimating an expected date for 
his return to work. 

What is the policy of your company towards 
keeping neurologic and psychiatric patients at 
work and returning them to work after their ill- 
ness? What is the attitude of your union toward 
neurologic and psychiatric disorders? What these 
two groups think about the N.P. patient has a di- 
rect bearing on our topic. If either one or both 
have an enlightened concern for the employees, 
then ways will be found to bring them back to 
work on jobs they can perform. Today, more and 
more, all of us in business are learning the wis- 
dom of considering our people as whole men and 
women and not just “hands.” Do you hire hands; 
or do you hire the whole man? Fear and dis- 
trust of neurologic and psychiatric patients on 
the job is gradually being reduced, because ex- 
perience has shown from actual performances 
that many of these patients can continue to work 
while being treated, and can return to work and 
do a creditable job. However, I am realistic 
enough to realize that there is much education to 
be done. This is your job, and my job. Whenever 
and wherever we believe that a recovered or 
recovering employee with a neurologic and/or 
psychiatric disability would benefit psycho- 
logically from being on the job without disrupting 
production or the department we should so state. 
Resistances will be met, and here is where our 
job of education begins. There are industrial 
physicians who will not agree with us. There will 
be, as you know, community physicians who will 
recommend a long time away from the job, pref- 
erably in Florida, Bermuda, or California, but 
you and I know that work is often good medicine, 
and that the discipline of our normal routine, in- 
cluding our daily job, may be a most important 
sustaining factor. “‘Idleness is the devil’s work- 
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shop.” By returning the neurologic and/or psy- 
chiatric patient to work as soon as possible, we 
shall be helping the patient to regain his confi- 
dence in himself or herself, and we shall be aug- 
menting the spiritual take-home pay as well as 
the financial take-home pay. 

The approach to this problem is a team ap- 
proach composed of the Medical Department 
and or the community physician, the personnel 
department, and the supervisor. This team should 
strive to work together so that the climate of the 
department to which the employee is returning 
is a warm, sympathetic, and understanding one. 

It is impossible to consider in the time allotted 
me all of the neurologic and psychiatric disorders 
that all of us see in our everyday industrial prac- 
tice. Therefore, I shall discuss only a few of the 
more prevalent disturbances in my experiences, 
leaving out many of those some of you may be 
concerned with at present. 

The neurologic disorders I shall deal with this 
morning are as follows: (1) multiple sclerosis; 
(2) the convulsive disorders; (3) cerebrovascular 

1) the peripheral neuritides; (5) cephal- 
(6) post-traumatic encephalopathy. 


lesions: 
algias; 


Multiple Sclerosis 
ALTHOUGH we may discuss today and in the fu- 
ture some general principles regarding op- 
timum time off for neurologic and psychiatric ill- 
nesses, we must constantly bear in mind that each 
case must be individualized. The will to work of 
one person may not be as great as that of an- 
other. We must recognize this and, if possible, try 
to find out the reasons for poor motivation and 
correct them. In discussing multiple sclerosis the 
principle of individualization certainly plays an 
important part. In my experience the will to work 
in applicants with multiple sclerosis and in em- 
ployees who develop multiple sclerosis is quite 
strong. Among employees who develop multiple 
sclerosis the guiding indices to me for a decision 
relative to continuing to work are (1) the neuro- 
logic systems involved; (2) the degree of involve- 
ment of these systems; (3) the job available. If 
the symptoms consist of moderate, intermittent or 
continuous dysesthesia, of numbness and tingling 
of one or more extremities, or a mild weakness of 
an extremity, the employee may be able to con- 
tinue to work. If these dysesthesiae are severe 
or the job is such that the finer sensibilities of 
touch, two-point, and position sense are neces- 
sary, then the employee cannot do that job. How- 
ever, he may be able to do another job for the 
time being, if one can be found and if supervision 
is concerned about him. If diplopia, decreased 
vision and or the symptoms of pyramidal tract 
disturbance, such as weakness and spasticity are 
present, the employee may not be able to continue 
to work. Certainly in my experience, if the cere- 
bellar pathways or the sphincters are involved, he 
will not be able to work. Time off from work 
may vary then from no time off to permanent and 
total disability. This, of course, will depend on 
severity of attack, diffuseness of symptoms, age 
of first attack, and number of previous attacks. 
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The emotional attitude of the multiple sclerosis 
patient is usually very optimistic, and he will 
want to continue to work. Our job then is to pro- 
tect him if his overenthusiasm is too great with- 
out due regard for his health or for the job. His 
production may suffer. And we should also pro- 
tect the supervisor, the management, and the 
co-worker from the over-zealous but inefficient 
worker. The mild case should be out of work from 
a few days to maybe three to six weeks. The mod- 
erate case may be out from four to eight weeks. 
The severe case may be out from eight weeks to 
an indefinite time. In my experience most of the 
employees with multiple sclerosis that I have seen 
from many companies have been out of work a 
very short time or have been able to remain on 
the job 


The Convulsive Disorders 

7HEN an employee develops a grand mal, a petit 

mal, or a psychomotor seizure at work, he 
should be out of work just long enough to have 
a complete neurologic and psychiatric examina- 
tion, including a brain wave, x-ray of the skull, 
blood sugar curve, possibly a spinal puncture, 
and any other laboratory examinations that may 
be indicated. This should take about two to four 
weeks. While he is having these examinations, 
supervision, the personnel department, and the 
Medical Department should survey the work situ- 
ation with the view of finding a suitable job for 
him on his return. Education of supervision and 
of his co-workers may be necessary to reduce 
anxiety surrounding the person with a convulsive 
disorder. In the field of the convulsive disorders, 
there have always been much fear, apprehension, 
anxiety, and stigmata. The Committee on Indus- 
trial Psychiatry of the Group for the Advancement 
of Psychiatry, of which I am a member, will pub- 
lish a report soon on the person with convulsive 
seizures at work. This is an attempt to guide per- 
sonnel people as to this problem in industry. The 
family physician may wish the employee to re- 
main out of work longer than four weeks. Dis- 
creet and tactful handling of this situation then 
is called for. The employee, from all viewpoints, 
but especially psychologic, should return to work 
as soon as possible so that he will regain confi- 
dence in himself and become a dignified member 
of society once again. 


Cerebrovascular Lesions 
[ CONSIDER here today cerebral hemorrhage, 
cerebral thrombosis, cerebral spasm, and rup- 
ture of a cerebral aneurysm. Having survived the 
initial vascular assault, the employee with mild 
symptoms and signs, such as transitory motor 
and sensory changes, mild-to-no speech distur- 
bances, mild-to-no personality changes, may be 
able to return to work in four to eight weeks. 
Others may be out from eight weeks to many 
months, and some never return. Executives, 
whose decisions have far-reaching implications 
affecting many people, may be unable to con- 
tinue to work because of subtle changes, such as 
poor concentration, episodes of irritability, de- 
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fects of judgment, and personality changes. New 
jobs may have to be found for these handicapped 
people, but my experience is that they are grate- 
ful and efficient workers. 


The Peripheral Neuritides 

SHALL mention only brachial, ulnar, and sciatic 

neuritis. Brachial neuritis is a long, drawn-out 
condition which disables the patient for many 
weeks with pain, restriction of motion, and in- 
somnia. Some stoical patients may take no time 
off. Others may take one to two weeks for the 
acute attack to subside. If the dominant arm is 
involved, the usual work may be more difficult to 
perform. Other work may have to be found tem- 
porarily. However, most of these patients should 
return to work within two to four weeks. 

Ulnar neuritis usually does not keep a man out 
of work, but he may have to have a different job 
for four to six weeks until the symptoms recede. 
Muscular movements served by the ulnar nerve 
may be impossible to perform, so that his usual 
job may be impossible for him to do. The numb- 
ness and tingling usually are not so discomforting 
that patients cannot stay on the job. 

Sciatic neuritis may keep an employee from 
work for two to eight weeks. Mild attacks may 
cause discomfort but no time off. The type of 
work also may determine length of time off. Re- 
current sciatic neuritis from lumbar disc path- 
ology may cause an absence of several weeks for 
many episodes. If the personality of the sciatic 
patient is a relatively sound one, he may take 
only one to two weeks off. A different kind of job 
for the recovering patient with sciatic neuritis in 
many instances will aid his recovery, and will 
also benefit him psychologically. 


Cephalalgias 
MIGRAINE and tension headaches are considered. 
Severe migraine attacks occasionally may 
keep a person from work for a few days. How- 
ever, with psychotherapy and occasional help 
from Gynergen and allied medicines these people 
can usually be kept at work. Attempts certainly 
should be made to uncover the emotional causes 
for the migraine attacks. Severe tension head- 
aches may keep these unstable people away for 
one to eight weeks. With psychotherapy these 
people should be returned to work as soon as pos- 
sible, and usually within one to two weeks. My 
feeling is that if possible they should be kept on 
the job. People with tensions and anxieties usu- 
ally do much better while working, although we 
should not carry this principle to an absurd de- 
gree. There are tense and anxious people who 
simply cannot work because of the severity of the 
physical symptoms. 


Post-Traumatic Encephalopathy 

I EGARDLESS of the severity of the head trauma, 
the pre-traumatic personality of the em- 

ployee usually determines in most cases the length 

of time off from work. Given a relatively sound 

personality with healthy motivation, the em- 

ployee will return to work within two to four 
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weeks, unless of course a basilar fracture was 
sustained. Those with a poor pre-traumatic per- 
sonality structure who sustained a very slight 
head trauma may want to be out many weeks, 
even up to one to two years. However, serious at- 
tempts at psychotherapy and at securing healthy 
motivations should be made. The compensation 
problem should be settled as quickly as possible, 
and, if necessary, a lump-sum settlement should 
be given as part of the therapy. The longer we 
let these people stay out of work, the longer they 
will stay out. We will meet with many resistances 
from the patient, the patient’s relatives, the pa- 
tient’s lawyers, and the patient’s physician. 


Psychiatric Disorders 

HE PSYCHIATRIC disorders which I shall dis- 

cuss briefly are: (1) anxiety reactions; (2) 
neurotic-depressive reactions; (3) schizophrenic 
reactions; (4) manic-depressive reactions; (5) 
paranoid reactions; (6) involutional reactions. 

ANXIETY REACTIONS: The anxiety states com- 
prise the bulk of the psychiatric conditions in 
community and industrial medical practice. Al- 
though most of the people the psychiatrists see 
in industry are so-called “normal” people, they do 
have troubles, and most of these troubles are on 
an anxiety basis. 

These are troubled workers. Most of their 
troubles come from off the job and are brought 
to the job, interfering with their production, 
their relationship to others, and with their health. 
The length of absence from work depends on 
many variables, such as personality structure, en- 
vironmental stresses on and off the job, motiva- 
tions for health and illness, secondary gains, 
severity of the anxiety, etc. I try to keep these 
people working because I know that the regular 
routine of the day’s living and the day’s working 
is better for them than idleness and preoccupa- 
tion with self at home. Psychotherapy should be 
continued during this time. 

Last month I completed 10 years with East- 
man Kodak Company as a neurologist and psy- 
chiatrist. I have spent half of my time in this 
capacity, working in the various plants in the 
morning. In my private practice, afternoons 
and week-ends, I have seen a similar cross-section 
of neurologic and psychiatric disabilities gathered 
from the various companies in and around the 
Rochester area. The compensation experience | 
have had from the other companies has con- 
tributed much to my feelings about these condi- 
tions. I am now gathering material on this work 
and hope to have it ready for publication soon. In 
glancing over my preliminary figures, I feel that 
we can reduce the number of weeks and months 
off work from these anxiety reactions. I feel 
that people with mild and moderate anxiety re- 
actions would be better off, immediately and in 
the long run, to stay on the job. They will not 
like us at once for insisting on this method of 
therapy, but they will ultimately be stronger to 
deal by themselves with the realities of life. If, 
in individual cases, persons with mild or moder- 
ate anxieties simply cannot work because of a 
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poor personality structure or poor motivation, 
then their time off should certainly be minimal— 
a few days to one to two weeks. Unfortunately, 
the community physicians in many instances will 
be obstacles against our keeping these people on 
the job or returning them to work soon. The ad- 
vice, as you know, is too often given to take a 
few weeks’ rest in Florida or California. Ex- 
perience teaches us that these people are usually 
no better, and may be worse, for so doing. 
Industrial physicians can help these people 
find the causes of their anxiety by being permis- 
sive, by adopting a listening attitude, by develop- 
ing two big ears and one small mouth, and by 
encouraging them to talk, or to ventilate about 
themselves, on and off the job. A half-hour once 
or twice or a few times will in most instances be 
enough to help them to feel much better, to un- 
derstand themselves a little more, and to stay on 
the job. Brief psychotherapy certainly was suc- 
cessful during World War II and the Korean con- 
flict. I might add that it has been eminently suc- 
cessful in our hands in industry. You may say 
that you do not have the time to sit for a half- 
hour once or twice or thrice with a patient. But, 
how can you afford not to spend this time when 
you figure up the amount of the five minutes or 
10 minutes that many of these repeaters with an 
anxiety state spend in the dispensary and in the 
doctors’ office? The total time is much more than 
if more time were given only a few times. The 
results are usually much more satisfactory if 
more time is spent with them initially. The costs 
of absenteeism will be markedly reduced, and the 
employees will be feeling much better and grate- 
ful to you for “having given them your atten- 
tion.” It is true that deep insight therapy may 
not be achieved, but brief psychotherapy by you 
will give them sufficient superficial insight to live 
more comfortably. Employees with severe anxiety 
which render them physically helpless will be 
out about four to 12 weeks. Interviews with mem- 
bers of the family, with supervision, and with 
selected other persons have helped me to return 
them to work sooner. Hospitalization may be 
necessary, and should be shortened when possible. 
NEUROTIC-DEPRESSIVE REACTION: The neurotic- 
depressive reaction with its many and sometimes 
severe bodily complaints occurs often enough to 
give us concern. This develops as a reaction to 
something in the environment. Employees with 
mild reactions can usually work through the de- 
pression, providing psychotherapy is also ob- 
tained. Symptoms such as mild blueness or sad- 
ness, a reduction in interest in things, slight 
anorexia, some insomnia, a feeling of not being 
just right, etc., can be reduced by sym}; ithetic 
interest, a listening attitude by the physician, 
and a few of the supportive medicines. As a rule 
there is no retardation of thinking or of action in 
these cases. The moderate and severe depressions 
will usually be out of work two to eight weeks, de- 
pending on the individual’s make-up and the 
stresses of the situation. Once again, interviews 
with members of the family may help out. 
SCHIZOPHRENIC REACTIONS: Schizophrenic re- 
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actions may be acute or chronic. The employee 
who develops an acute, sudden schizophrenic re- 
action usually has no predisposing schizoid per- 
sonality traits. This person usually becomes ill 
suddenly from some environmental _ stress, 
hallucinates actively, behaves oddly, may be sus- 
picious and usually recovers in four to 12 weeks 
with few residuals. The schizophrenic scars that 
we have known to have developed in so-called 
dementia precox usually do not occur in this con- 
dition. With modern psychiatric therapies these 
patients may be back to work quite soon with no 
personality scars. This reaction may be associ- 
ated with marked mood changes, so that the term 
“schizoaffective reaction” is sometimes used. 

Patients who develop the more chronic type of 
schizophrenic illness are out of work for many 
months. With present therapies even these per- 
sons can return to work although their efficiency 
may be reduced. Returning the psychotic patient 
to work is a procedure needing a team approach. 
The team should be made up of many people, but 
ideally it should include the supervisor, the in- 
dustrial physician, the hospital psychiatrist, the 
visiting nurse of the company or the visiting 
nurse of the local Visiting Nurse Association, oc- 
cupational therapists, and social workers. The 
Committee of Industrial Psychiatry of the Ameri- 
can Psychiatric Association, of which I am Chair- 
man, held a round table dinner meeting in Atlan- 
tic City last May on this subject. The proceedings 
of this meeting will be published soon. Much is 
now being done in the mental hospitals and in 
the V. A. psychiatric hospitals to make it possi- 
ble for patients to return to work sooner and in 
better condition. 

MANIC-DEPRESSIVE REACTION: Manic-depressive 
reactions usually subside in about one to four 
months with modern therapy. Of course, these 
conditions are subject to recurrences. These peo- 
ple are usually efficient workers when well. En- 
lightened supervision will want to do everything 
possible to help them to return to the job, and to 
keep them on the job. If the patient does not re- 
cover in six to nine months, then, of course, 
permanent and total disability should be con- 
sidered. I feel that without enlightened super- 
vision, who might be able to spend much time 
with the employee, the depressive patient should 
remain out of work until he is sure within him- 
self that he is ready to go back. If a depressed 
patient returns to work too soon and then experi- 
ences failure on the job, he is apt to have a recur- 
rence of his depression. He needs much support 
on his return to the job—from supervision, from 
the Medical Department, from the family doctor, 
from his relatives, and of course, from his psy- 
chiatrist if he is seeing one. 

THE PARANOID REACTION: The employee with a 
paranoid reaction causes much grief for all of us. 
Whether the paranoid employee remains on the 
job depends, of course, on the focus of his para- 
noid delusion, and on its severity. If the source or 
focus of the paranoid delusion is off the job, then 
the employee may be able to work continuously 
providing he does not become upset by inadvert- 
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ent references to his delusional system. If, how- 
ever, the paranoid delusion stems from on-the- 
job sources, then he may become so anxious and 
apprehensive and his behavior so difficult that 
he may have to take some time off from work. Ex- 
perience has shown me that in many instances 
supervision and co-workers have adopted an at- 
titude to the employee with a paranoid reaction 
which enables him to remain on the job and in a 
rather comfortable state. Certainly I know that 
much time is consumed by supervision and by the 
Medical Department in handling a situation of 
this kind. It is my feeling that these people are 
far better off working providing their behavior 
does not interfere with production and with the 
emotional climate of the department. However, 
when behavior begins to deteriorate, then the 
paranoid employee should take some time off and 
receive some therapy in a hospital if necessary. 
Modern psychiatric therapies certainly have ren- 
dered many of these paranoid personalities capa- 
ble of performing their usual work. In the mild or 
moderate paranoid reaction, they may be out of 
work from four to eight weeks. In the severe 
paranoid reactions, of course, they may be out 
many months, and some never return. 
INVOLUTIONAL REACTIONS: The involutional re- 
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actions, especially the malancholias, cause ab- 
sences of about two to eight weeks. Modern thera- 
pies aid the return to work in a very short time. 
Psychotherapy should, of course, continue after 
work has been resumed. The many physical com- 
plaints that these people suffer from interfere 
markedly with their working capacity. If the de- 
pression is not too severe, then I feel that they 
should be urged to continue at work. However, 
we know that in the severe cases work is im- 
possible and they must be hospitalized. 

In summary, I have attempted to bring out 
a few points pertinent to the discussion of the 
optimum return to work for employees with 
neurologic and psychiatric disabilities. I have not 
been as dogmatic as you or I would like to have 
had me be. This is because we do not have all 
the answers. There are so many variables and so 
much individualization in psychiatric disorders 
that a rigid healing time for them is impossible 
to formulate at this time. I trust that your ex- 
periences and our experiences in the future will 
help to formulate a more satisfactory guide. 

All of us who have to deal with these neurologic 
and psychiatric problems in industry might be 
reminded from time to time of the age-old adage: 
“T am my brother’s keeper.” 


Coronaries at Work’ 


LARGE number of older-age men working in the ladies garment industry seem to 
have a form of benign coronary disease which carries with it a favorable outlook 


for continued employment. 


A review of 739 cases with electrocardiograms showing a 


pattern of myocardial infarction from 1952 to 1954, inclusive, discloses that 63% of 


the patients were working; 27% 
retired; 10% 


returned to 
never returned to work after the infarction. Although routine electro- 


work after the infarction but in time 


cardiograms show a pattern of recent myocardial infarction, many patients exhibit mild 
symptoms which are not typical of the malignant type of myocardial infarction which 
is usually hospitalized. Only 28% of the cases reviewed were hospitalized. The seasonal 
nature of the ladies garment industry as well as the fact that many of the crafts are 
sedentary plays a part in deterring workers from seeking medical care except for 
severe complaints during the two busy seasons of 12 to 15 weeks. As a result many 
workers come for medical attention long after the mild coronary epidsode may have 
occurred. Of the cases reviewed, 15% lost no time from work; 20% lost from three to 
12 weeks; 22% lost from 12 to 18 weeks; 20° lost from 18 to 36 weeks; and the bal- 
ance lost up to a year of working time. Apparently we meet a type of myocardial in- 
farction that either involves a small area or else the infarction develops slowly. More- 
over, because of the age of the patient he is likely to have good collateral circulation. 
Symptoms are vague and atypical, and the infarction is discovered only through special 
vigilance. 


LEO PRICE, “Garment Workers with Coronary Disease Who Are Work- 


published in New York State J. Med., May 1, 1956. 


M.D., summarizing his article, 
ing,” 


Industrial Medicine and Surgery 











Don’t Blame Household Poisonings 


on Industry 
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University of California at Los Angeles 


NDIVIDUALS are prone to accuse industry of 
| many violations of the Health and Safety Code 
which, when analyzed, are actually related to 
the individual’s own carelessness. Over the period 
of the last decade, a concentrated effort has been 
made by various industries to initiate health and 
safety programs designed to protect their workers 
and materially reduce the loss in man-hours oc- 
casioned by injuries due to mechanical failure 
or exposure to noxious chemicals. Such programs 
are highly commendable, but in many cases they 
fail to take into consideration the fact that the 
worker is only on the job eight hours per day 
and that he may be exposed during the remainder 
of the 24 hours to many noxious agents such as 
are found in most homes. Furthermore, there ap- 
pears to be a lack of understanding of the psycho- 
logical problems associated with injury to the 
individual’s family. Under such circumstances, 
worry and inattention to detail can result in in- 
jury to the worker. 

Careless reading of package labeling by the 
user has resulted in many cases of poisoning 
which could have been avoided. Careless storage 
of highly toxic chemicals or drugs has caused 
many fatalities. Table I, adapted from national 
vital statistics, indicates the magnitude of the 
problem resulting from improper or careless use 
of drugs and noxious chemicals. It is the purpose 
of this discussion to point out a number of nox- 
ious agents and drugs which are readily available 
in the average household, and give the physician 
some insight into the types of problems that can 
arise through carelessness in the home. 


T IS COMMON practice to use commercial hydro- 

chloric acid for cleaning brick work and sinks 
without considering wearing rubber gloves to 
protect against painful burns of the hands and 
arms. Oxalic acid, often used as a stain remover, 
has been mistaken for cream of tartar and in- 
corporated in food. It has also been mistaken for 
Epsom or Glauber’s Hypocalcemia and 
crystalluria are the usual consequences of such 
carelessness. 

One of the greatest hazards in the home is 
boric acid. The public seems unaware of its lack 
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of definite antiseptic properties and continues to 
use it in various eyewashes, dusting powders, 
ointments, etc. In 1953, Goldbaum and Gold- 
baum! reviewed the literature of boric acid poi- 
soning covering 114 cases. Over-all mortality was 
55°,, while mortality in patients under one year 
of age was 70.2°,. Absorption through intact 
adult skin does not occur, but a high degree of ab- 
sorption can be obtained from abraded skin or 
mucous membranes. Infants are particularly sen- 
sitive to boric acid. The common clinical findings 
in boric acid poisoning consist of erythematous 
skin eruptions followed by desquamation, diar- 
rhea, vomiting, and evidence of meningeal irri- 
tation (convulsions). Under such circumstances 
boric acid can be demonstrated in spinal fluid and 
urine. In infants with mild skin irritation it is 
well to question the mother concerning the type 
of dusting powder being used; continuous appli- 
cation of material containing boric acid may re- 
sult in serious consequences because there is no 
specific antidote for boric acid poisoning. The 
treatment usually consists of sedation to control 
the convulsive episodes and supportive therapy to 
maintain the patient until all signs of intoxica- 
tion are absent. 

The alkalis present definite problems because 
they are potent, cheap cleaners. Recently the Com- 
mittee on Toxicology of the American Medical 
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ACCIDENTAL POISONINGS 
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Poisonous Agent 1949 1950 1951 1952 1953 1954 
Corrosive Aromatics, Acids 

A lkalis 87 78 62 72 63 47 
Arsenic and Antimony 

Compounds 57 58 57 49 52 37 
Unspecified Solids and 

Liquids 219 204 197 139 144 158 
Fluorides 19 9 6 5 6 2 
Aspirin and Salicylates 70 99 89 113 98 117 
Other Analgesics and 

Soporifies 92 109 94 95 82 91 
Unspecified Drugs 65 59 53 72 72 85 
Barbiturates 166 109 363 27 337 345 
’etroleum Products 117 112 102 122 116 94 
Industrial Solvents 31 34 48 46 47 45 
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Association? pointed out that in one southern 
state alone, there had been 150 cases of lye poison- 
ing, with six to eight deaths annually. Although 
death usually occurs after ingestion, painful 
burns result when concentrated lye solutions or 
pellets contact the skin or mucous membranes. A 
partial solution to the problem of lye poisoning 
lies in the elimination of small containers of lye. 
However, the ready availability of household am- 
monia, washing soda (sodium carbonate), and 
drain cleaners presents a problem of equal magni- 
tude. People who would not think of exposing 
themselves to concentrated lye solutions have no 
fear of strong solutions of household ammonia or 
washing soda, even though these alkalis can cause 
equally painful burns. In cases of injury from al- 
kalis, the liberal application of water followed by 
diluted vinegar will prevent further damage to 
the exposed area, and symptomatic treatment 
will aid in recovery. 

Skin sensitization from the application of cos- 
metics, depilatories and cold permanent waves, 
containing thioglycolic acid, or exposure to syn- 
thetic detergents has recently become a problem. 
Skin irritation, dermatitis, urticaria, or a frank 
desquamation of the skin area from the wrist to 
the finger tips, is reaching alarming proportions 
in the female population as a result of the use of 
detergents. Treatment is purely symptomatic, 
and the best solution for the present appears to 
be prevention of exposure. 

Insecticides and pesticides as a class are prob- 
ably the most dangerous of all readily available 
household poisons. The older preparations, Paris 
Green and Bordeaux mixture, are based on vari- 
ous arsenicals and readily give rise to arsenic poi- 
soning upon ingestion. Even moderate gastro- 
enteritis can be produced by consuming poorly 
washed leafy vegetables which have been sprayed 
with such agents. Numerous incidents are re- 
corded each year in which children have been 
poisoned by eating ant paste or syrup. The symp- 
toms of acute arsenic poisoning include gastro- 
intestinal irritation, vomiting, diarrhea, muscular 
weakness, circulatory collapse, and unconscious- 
ness. The specific arsenic antidote, BAL, which 
removes arsenic from the tissues and allows it to 
be excreted, has saved many lives. 

Another grave offender which is not properly 
handled in the household, either as the concen- 
trate or after dilution for spraying, is Black Leaf- 
40 which contains nicotine sulfate. Carelessness 
in the application of the diluted material, particu- 
larly in spraying, can result in extremely dis- 
tressing symptoms, although in general, fatali- 
ties are limited. Cutaneous absorption occurs 
upon exposure to this alkaloid. The usual symp- 
toms include those experienced by one just be- 
-nausea, vomiting, dizzi- 
weakness, 


ginning to use tobacco 
ness, generalized excitation, genera! 
slowing or acceleration of the heart, and defeca- 
tion. In severe cases, clonic convulsions and peri- 
pheral respiratory paralysis can lead to a fatal 
outcome. The convulsive seizures can be con- 
trolled by barbiturates, but the degree of in- 


toxication should be ascertained before using 
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such agents. Artificial respiration may be neces- 
sary to counteract the respiratory collapse. 

In this same category of compounds we find the 
organic phosphates which recently came into ex- 
tensive use as systemic insecticides.* The primary 
effect of these compounds is the inactivation of 
cholinesterase, thus giving rise to symptoms simu- 
lating massive discharge of the cholinergic branch 
of the autonomic nervous system. These com- 
pounds are relatively insoluble but they can be ab- 
sorbed in the pulmonary passages, the gastro- 
intestinal tract, and through the intact skin. 
Atropinization may prevent, but it does not guar- 
antee against, a fatal outcome. 

The chlorinated insecticides present an entirely 
different picture.* Their acute episodes include 
convulsions and myocardial sensitization to epi- 
nephrine; however, in contrast to most of the 
other insecticides, these compounds are also cumu- 
lative poisons, Liver and kidney damage are pro- 
duced by continuous ingestion of amounts which 
do not give rise to acute symptoms. On the other 
hand, several of the cases of poisoning thus far re- 
ported cannot be attributed to the chlorinated 
hydrocarbons per se, but instead, the particular 
solvent used for their dispersion must be indicted. 
Sedation with barbiturates can be used to con- 
trol the acute convulsive episodes, while sup- 
portive measures will assist in repairing liver and 
kidney damage. 

The older rodenticides based upon elemental 
phosphorus or red squill have been replaced to 
some extent by the anticoagulant compounds, 
Warfarin and Pival.* Upon ingestion these agents 
interfere with the formation of prothrombin, thus 
increasing both the prothrombin and blood co- 
agulation times. The bleeding tendency resulting 
from ingestion of such agents can be readily 
counteracted by the intravenous administration 
of vitamin K.° 

Sodium fluoride is a common chemical in many 
homes, and epidemics of poisoning have arisen 
from improper labeling or from transfer of the 
material to unlabeled containers. In general, gas- 
troenteritis, nausea, vomiting, and muscular 
weakness constitute the main symptoms of fluo- 
ride poisoning, but it is thought that the inactiva- 
tion of Ca" ion by fluoride, inactivation of sensi- 
tive body enzyme systems, and a direct action on 
the myocardium are contributory causes in a 
fatal outcome. It should be remembered that 
fluoride is a cumulative poison, although, in gen- 
eral, this is usually not of concern in the acute 
episodes. Oral and intravenous calcium salts may 
prevent death. 


THE DEVELOPMENT of candy medication as well 

as toys containing play medication has re- 
moved the sense of fear of children regarding 
medicinal agents. This may have been the reason 
why death rates from ingested poisons were four 
times higher in the United States than in Eng- 
land. Although many medicinal agents are pack- 
aged in candy form, flavored “baby” aspirin is 
probably one of the worst offenders insofar as 
child poisoning is concerned.® In 1952 salicylate 
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compounds caused 113 deaths in the United 
States, and, of these, 86 were children under five 
years of age. Twenty-one of the deaths were 
caused by methyl salicylate, 41 by aspirin; the 
others not specified. The Committee on Toxicology 
of the American Medical Association recom- 
mended more precise cautions on labels, educa- 
tion of physicians and the public in the hazards 
of aspirin overdosage, and child-proof closures 
for aspirin packages as the best means for de- 
creasing aspirin poisoning.’ Recently one phar- 
maceutical manufacturer has introduced a pack- 
age closure which cannot be opened by children. 
Symptoms of toxicity from salicylates include 
nausea, vomiting, vertigo, ringing in the ears, a 
severe acidosis, decreased blood CO., feeble pulse, 
and coma. Treatment should include evacuation 
of the stomach, alkaline fluids by mouth and rec- 
tum, and supportive measures to relieve cardiac 
and respiratory embarrassment. 

The coal tar analgetics cause a large number of 
poisonings each year because the public has been 
led to believe they are harmless. This is far from 
true because headache tablets and powders con- 
tain, along with salicylates, the potent methemo- 
vlobin producers, acetanilid and acetophenetidin. 
Cyanosis is a prominent feature in toxicity from 
these agents, and many cases of cyanosis of ap- 
parent unknown origin may be traced to chronic 
use of such drugs. Overdosage can cause cardiac 
depression and circulatory collapse, but death can 
be prevented by the prompt administration of 
oxygen and blood transfusions. 


DULTS have a tendency to believe that insofar 

as they are concerned all vitamins are harm- 
less, and the figures of the production of single- 
and multiple-vitamin preparations tend to con- 
firm this opinion. However, Gerber et al® have 
reported that self-medication with vitamin con- 
centrates containing large doses of vitamin A can 
result in chronic vitamin A intoxication. In one 
case in particular, it was known that the patient 
had a daily consumption of 500,000 units of vita- 
min A and a blood level of 2 mg. percent. Toxicity 
from this vitamin involved the neurologic, skele- 
tal and dermatologic systems, and presented such 
a bizarre picture that it was difficult to interpret, 
in view of the general uncooperativeness of the 
patient in telling about her daily intake. There 
is no specific treatment for vitamin A intoxica- 
tion, but prevention of further intake leads to 
rapid improvement in the patient. 

The number of legally prescribed doses of bar- 
biturates has reached the fantastic total of be- 
tween three and four billion annually for the 
United States. There are no exact figures on illicit 
traffic in these, but the amount is substantial. 
Many unstable individuals become addicted to 
these agents and show typical withdrawal symp- 
toms when their supplies are reduced or elimi- 
nated.” Fazekas and Koppanyi!” reported that 64% 
of the physicians contacted in a recent survey be- 
lieved that barbiturates were prescribed promis- 
cuously by the medical profession. This is a seri- 
ous indictment, in view of the large number of 
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-allergy should be carefully controlled 


fatalities produced by drugs each year. Arena?! 
considers carelessness in the home as a major 
source of barbiturate deaths in young children. 
Many cases of acute toxicity from the bar- 
biturates in adults stem from an overabundant 
supply coupled with the production of amnesia 
during which time the patient consumes a fatal 
dose without being aware of it. The general symp- 
toms of acute barbiturate poisoning include mus- 
cular unsteadiness, difficulties in speech, cyanosis, 
coma, hypotension, and hypothermia. Therapy in- 
cludes oxygen, artificial heat, and respiratory 
stimulation with caffeine and sodium benzoate, 
picrotoxin or amphetamine. Penicillin may be 
required during the recovery phase to counteract 
pneumonia. Fazekas and Koppanyi!” believe that 
both acute and chronic barbiturate intoxication 
may be prevented by decreasing the quantity pre- 
scribed, controlling prescription refills, using the 
smallest effective doses, and warning the patient 
concerning the nature of the drug and the addi- 
tive effect produced by its simultaneous use with 
alcohol. 

More subtle and perhaps more sinister is the 
current advertising of non-habit forming, over- 
the-counter sedatives. These patent medicines 
are far from safe and usually contain a sedative 
dose of one of the antihistaminic drugs. Cold 
remedies containing such agents also can cause 
trouble. 

The use of antihistaminics in the treatment of 
because 
these drugs lower reflex activity and can be the 
“ausative agent of serious accidents. The patient 
should be warned against the use of mechanical 
equipment while under the influence of these 
drugs. The symptoms of antihistaminic toxicity 
include ataxia, confusion, generalized convulsions, 
pulmonary edema, and respiratory depression. 
Young children are particularly susceptible.!* 
Treatment consists of gastric lavage and, in the 
presence of convulsions, very small doses of a 
rapid-acting barbiturate. The application of the 
latter requires more than average caution be- 
cause the antihistaminics produce respiratory 
depression which could be increased by the in- 
judicious use of a barbiturate. Artificial respira- 
tion and or oxygen may be required. 

Recently, concern has been expressed over the 
increased death rate from ferrous sulfate tablets. 
Hoppe et al'* reported that more than one-third 
of all cases of iron poisoning reported were 
caused by ferrous sulfate. A large percentage of 
the fatalities were in small children. Kelley, 
Done,” and Craig!? have made similar reports. 
Ferrous sulfate is readily absorbed by the gastro- 
intestinal mucosa and the margin of safety be- 
tween the therapeutic and the toxic dose is very 
narrow. Symptoms of toxicity include emesis, 
gastroenteritis with hematemesis, abdominal 
pain, diarrhea, lassitude, and shock. Gastric lav- 
age with alkaline solutions and supportive thera- 
py for shock must be instituted without delay. 
However, a second crisis, 20 to 50 hours later, 
arising from gastric mucosal corrosion may 
cause a fatal termination. If this second phase is 
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overcome, recovery Deaths from ferrous 


sulfate or other iron preparations are entirely un- 


ensues. 


necessary, and adequate control of such agents in 
the home shows that they are preventable. 


ANOTHER CLASS of materials which preduce a 

large number of acute and chronic intoxica- 
tions annually are the organic solvents used in 
home dry cleaning and as dispersants for the or- 
ganic insecticides. Kerosene and gasoline can 
cause acute gastric irritation upon ingestion, but 
the greatest hazard lies in aspiration of such ma- 
terials into the pulmonary tree, giving rise to 
pneumonia. The inflammability and explosive- 
ness of many organic solvents as well as their 
anesthetic properties, require handling and use 
only under conditions of ventilation. 
Better still, home dry cleaning should be aban- 
doned. The non-inflammable nature of carbon 
tetrachloride resulted in the introduction of this 
insidious chemical into the home in fire ex- 
tinguishers and as a dry cleaner. The possible 
benefits to be derived from its use are small com- 
pared to the number of fatalities per year. The 
breakdown of carbon tetrachloride by heat gives 
rise to phosgene, which if inhaled may cause seri- 
congestion and edema of the lungs and 
bronchi. Both hypertonic solutions and 
oxygen along with bed rest are required to pre- 
vent a fatal outcome. Inhalation or ingestion of 
carbon tetrachloride produces localized irritation 
followed by necrosis of the liver and of the kidney 
tubules. Treatment is purely symptomatic, with 
emphasis on protection and restoration of liver 
and kidney functions. Inasmuch as carbon tetra- 
chloride sensitizes the myocardium to epineph- 
rine, this agent should never be vate 
blood pressure under such conditions. 


H OBBIES 


too. 


adequate 


ous 


saline 


used to el 


can come in for their share of trouble 
Modern tools cut 
maim. The utilization of plastics, particularly in 
those instances in which the various components 
etc. 
similar 


electric easily and 


are mixed and used to embed butterflies, , can 
produce a chemical dermatitis 
to the type produced by synthetic 
The acrytics and methy! methacrylates are bad of- 
fenders. Often a hobby of this type can result 
in sensitization which develops more completely 
if the patient is utilizing such materials at work. 
The end result is a loss in man-hours attributed to 
the type of work being done, whereas actually the 
home exposure is to blame. No specific therapy is 
available other than prevention of further contact 
with the sensitizing agent. 


severe 
detergents. 


Comment 
*HE NATIONAL vital statistics on accidental poi- 
sonings as well as the available literature point 
to carelessness in the home as a major source of 
such intoxications. The number of poisonous or 
potentially poisonous materials available in the 
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average home has increased, keeping pace with 
technological advances in industry. However, 
health safety education has lagged behind, and 
unless this facet of our national life is corrected 
an increase in accidental poisoning cases must be 
expected. 

Industry can be of great assistance by increas- 
ing the scope and emphasis of the plant health 
education program. The family physician and 
local pharmacist can point out the hazardous na- 
ture of many common drugs and chemicals. The 
schools and service clubs can assist by having or 
supplying speakers who can instruct the people 
in the proper use and storage of toxic materials. 

Such a program would tend to reverse the pres- 
ent trend and make the home a safer place in 
which to live. Furthermore, the program would 
make for greater cooperation between the home 
and industry, thus reducing a cause of friction 
which actually should not exist. 


Summary 

‘HE PROBLEM of intoxications from common 

household drugs and chemicals has been dis- 
cussed. It has been pointed out that poisonings in 
the home are due, in most part, to individual 
carelessness in storage and reading of labels, and 
are not the fault of industry. The symptoms of 
toxicity and the antidotes for various household 
poisons have been described. A cooperative edu- 
cational program involving the medical profes- 
sion, schools, industry, and the home has been 
sugvested as the best possible means for reduc- 
ing accidental poisoning in the home. 
The author wishes to thank the National Office 
Vital Statistics of the United States Public 
Health Service, Federal Security Agency, for sup- 
data for the construction of Table I.| 
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The Evaluation of Subjective Disability 


J. L. BARRITT, M.D., Medical Director 


California Industrial Accident Commission, San Francisco 


. yoeegh “Experienced by the individual 
himself and not amenable to physical 
exploration.”! 

In most industrial injury cases the objective 
factors of disability are definite and measurable. 
Here in California the Industrial Accident Com- 
mission has adopted a standard method of meas- 
urement. This method of measurement was de- 
veloped by a subcommittee sponsored by the 
California Medical Association under the chair- 
manship of Dr. Packard Thurber, Sr.2) When 
this method is used, two examiners who have 
examined the same patient will report practically 
identical objective findings. With standardiza- 
tion of measurement technique the evaluation of 
the objective factors presents little difficulty. 

When it comes to the matter of subjective dis- 
ability, however, the situation is entirely differ- 
ent. Two surgeons reporting on the same case 
usually report entirely different degrees of sub- 
jective disability. It would simplify matters im- 
mensely if subjective disability could be ignored. 


However, in many types of industrial injury 
it is the subjective disability alone that is 
most disabling. For example, in severe os 


calcis fractures the objective findings may be 
minimal yet the actual disability quite high. In 
most back injuries the objective factors are 
relatively unimportant. It is pain, rather than 
the limitation of motion that prevents the pa- 
tient from returning to his job. When we re- 
member that subjective disability alone may 
constitute total disability it would seem that its 
importance would be given more consideration. 
Evaluation of some kind is necessary, whether 
subjective disability is considered separately, or 
whether it is tied to some measurable objective 
factor as in some rating schedules. 


HE evaluation of subjective complaints is diffi- 

cult. In fact it is so difficult that many other- 
wise competent industrial physicians do not even 
attempt it. The real issue is frequently avoided 
in various ways. Some physicians simply report 
a long list of real and imaginary complaints as 
related by the patient and let it go at that. The 
result is that the Commission referee or some 
other non-medical person is forced to evaluate 
these complaints as best he can. Some other 
physicians simply state that as the x-ray find- 
ings are normal, and that as sufficient time has 
elapsed for recovery, there should be no subjec- 
tive disability. Some few neglect even to men- 
tion subjective disability, yet set down page 
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after page of normal or relatively unimportant 
objective findings, in meticulous detail. 

The examining physician should report sub- 
jective disability in such a way that the Com- 
mission or the workmen’s compensation agency 
involved will be able to determine the ratable 
disability. The differences in the workmen’s 
compensation law in the various states will, of 
course, determine just what kind of description 
is necessary. In California the rating value of 
a subjective disability depends on how and how 
much the complaint limits the patient’s ability 
to work. Non-disability pain and discomfort are 
given little consideration. For example, pain in 
the back would become ratable primarily because 
it interfered with work. 

Even after the physician has evaluated the 
patient’s complaint and has his own mental pic- 
ture of its severity, he has yet to relay this in- 
formation to the rating agency. This is by no 
means easy. We have found it helpful and often 
necessary to ascertain just what activity the 
patient’s disability allows him to do, or how it re- 
stricts his activity. For example, if a patient’s 
back pain interferes with the ability to lift, then 
we would ask, “how much can he lift?” If, for 
example, ankle pain limits a patient’s ability to 
walk then we would ask, “how far can he walk?” 
We like to know just what the patient is capable 
of doing, even if his activity is limited to hob- 
bling about the house with a cane. This kind of 
description is not always available and it fre- 
quently becomes necessary to depend on descrip- 
tion of subjective complaints in terms of slight, 
moderate, and severe. We have recently added 
another grade, namely, minimal. Different per- 
sons of course interpret these terms differently. 
The final reader’s interpretation is often entirely 
different from that of the examiner. 


AT THE suggestion of the commission’s Rating 
3ureau we define these terms, as follows: 

1. MINIMAL: A minimal pain would consti- 
tute an annoyance, but cause no handicap in the 
performance of particular activity, and would not 
be considered ratable permanent disability. 

2. SLIGHT: A slight pain could be tolerated, 
but would cause some handicap in the perform- 
ance of the activity precipitating the pain. 

3. MODERATE: A moderate pain could be tol- 
erated, but would cause marked handicap in per- 
formance of the activity precipitating the pain. 

4. SEVERE: A severe pain would preclude the 
activity precipitating the pain. 
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The decision as to the category into which the 
subjective complaint will be placed, (minimal, 
slight, moderate or severe) should be made by 
the examining physician if possible. The pa- 
tient’s opinion as to whether his pain is severe 
or slight is usually of little value. It will fre- 
quently happen that a patient will describe his 
pain as severe; he will then proceed to describe 
activities in which he handles 100-pound bags 
of material all day long. He will see nothing 
incongruous in such a statement. On the other 
hand pain which a patient describes as slight 
may prove, on further questioning, to be quite 
disabling. In the matter of ability to lift, most 
patients are inclined to over-estimate their abil- 
ity. This is true even though their other com- 
plaints are somewhat exaggerated. 

In addition to reporting the patient’s com- 
plaints, the examiner should in all cases give 
his own opinion of their validity. This is a diffi- 
cult and thankless task but someone eventually 
must do it. No one is better qualified than the 
examiner. He may not be certain, but he can 
and should always render an opinion based on 
reasonable medical probabilities. 

While the examiner should allow the patient 
ample opportunity to relate his complaints he 
does not necessarily have to accept them at their 
face value. Should the surgeon, in his report, 
however, question the patient’s veracity he should 
be very sure of his ground. He should be certain 
that all necessary diagnostic tests have been 
carried out. The crediting of symptoms to “func- 
tional overlay” may only mean that the examiner 
is a careless diagnostician, and may be on a par 
with crediting a malarial infection to the night 
air. On the other hand an examiner who allows a 
dishonest patient to hoodwink him is equally 
guilty. Not only will the employer and carrier 
be unjustly penalized, but also the word will 
quickly go out over the grapevine and other at- 
tempts to defraud are apt to follow. 

The psychological situation that arises at the 
time a patient is examined for disability rating 
is one of the most complex in the field of human 
behavior. The patient knows his symptoms far 
better than anyone The degree of their 
severity is his own personal secret. These com- 
plaints are his own, as yet unpriced, stock in 
trade. While this feeling on the part of the pa- 
tient is usually not a conscious one it neverthe- 
less frequently does exist. 

While the patient is fundamentally honest, he 
has been under a tremendous financial strain. 
While he trusts the doctor professionally he also 
knows that he must depend on the employer for 
further referrals. The age-old suspicion of the 
employee of the employer is apt to come into 
play. The patient may not know just what fi- 
nancial arrangement the doctor has with the 
employer, but he doubts if it was made with his 
own interest in mind. Strangely enough, the 
patient’s opinion of professional ethics is not 
always very high. 

If the patient has heard rumors of cases in 
which the examiner has turned in an unfair 


else. 
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report, then fair evaluation of subjective dis- 
ability is usually impossible. The worker may 
then feel that he must build up his complaints 
in order to obtain benefits which he feels are 
rightfully his. Jf there is any one fact which 
stands out in this complex matter of evaluating 
disability it is the matter of the 
doctor’s integrity. 


subjective 
patient’s confidence in the 
Without a good doctor-patient relationship and 
without confidence, evaluation of subjective com- 
plaints will always be a major problem. This 
fact does not seem to be universally understood. 

If the patient trusts the examiner, then sub- 
jective complaints usually do not offer much of 
a problem. Some industrial physicians seem to 
have a knack of inspiring confidence in their 
industrial patients, and these men have little 
trouble with the problem. Other doctors seem to 
be psychologically unsuited for doing industrial 
work, and seem to feel that every patient is 
attempting to defraud them. Patients readily 
sense this, and evaluation becomes difficult. This 
same reaction on the part of patients makes it 
difficult for these doctors to get their patients 
back on the job. This is costly to employers and 
carriers are aware of the im- 


carriers. Some 


portance of good doctor-patient relationship and 
are willing to spend pennies in order to save 
future dollars. Many do not seem to realize this 


problem. 


N THE evaluation of subjective disability cer- 

tain factors should always be appraised before 
an opinion is expressed. These include: 

1. The type of original injury sustained and 
the complaints which may be expected to arise 
from such an injury; 

2. Type and duration of treatment; 

3. Complications, such as infection, thrombo- 
phlebitis allergic reaction; 

1. The aggravation of pre-existing, but non- 
disabling condition (usually arthritis) ; 

5. Objective findings, such as atrophy, de- 
formity, swelling, muscle spasm, and demineral- 
ization; 

6. Pre-existing conditions which, while un- 
related to the injury, are nevertheless compli- 
cating the complaints; 

7. The patient himself as an individual 
personality, and threshold of pain. 

To the industrial patient, his own injury has 
been very real. He has had, for probably the 
first time in his life, plenty of spare time. He 
has spent much of it thinking about his injury. 
He would hardly be human if he did not give 
his symptoms full recognition in his description 
of them. A certain amount of unconscious exag- 
geration is often encountered. This should pre- 
sent little trouble to the experienced industrial 
physician, provided the patient’s confidence has 
been maintained. The industrial worker is no 
more honest nor dishonest than an individual of 
any other large class. 

The psychoneurotic is usually easy to identify. 
While normal persons bitterly resent disrobing 
for examination, the true neurotic actually seems 
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to enjoy doing so. He also seems to enjoy long 
and tedious examinations during which he has 
ample time to elaborate his complaints. The 
production line speed of some industrial offices 
makes these individuals decidedly unhappy. I do 
not know of any rule for separating the func- 
tional from the organic complaints. The neurotic 
certainly presents a problem. It should be re- 
membered that neurotics also may have pa- 
thology. 

I have not seen very many true malingerers. 
The true malingerer is frequently a repeater. He 
may be very difficult to detect. When coached by 
unscrupulous attorneys he presents a real prob- 
lem. Fortunately this is an uncommon practice. 
In my experience the true malingerer has fre- 
quently been a very personable fellow. 


FVERY industrial physician has his own pet 

methods for detecting and ruling out fraud. 
The following, while probably familiar to most 
physicians, are given for what they may be 
worth: 

1. The routine use of a skin pencil for out- 
lining areas of alleged pain or paresthesia is a 
valuable procedure. By returning to these pre- 
viously marked areas time after time discrep- 
ancies may be noted. 

2. The examiner knows in which areas pain 
or tenderness may be expected to be present. 
Such areas as the course of the sciatic nerve 
in the thigh, the greater occipital bundle, and 
the medial meniscus, can be closely localized. 


The malingerer, not knowing these areas quite 
as well, may betray his hand. 

3. In suspected tendon injury, tension placed 
on the involved tendon will bring out the com- 
plaint of pain or absence of it. The response 


made to a positive Finkelstein’s test in De- 
Quervain’s disease can hardly be simulated by 
a malingerer.* 

4. Muscle spasm or the lack of it may indicate 
the true state of affairs. Experience is necessary 
for determining presence of muscle spasm. Often 
we cannot be sure that it does or does not exist. 

5. The presence of callus or inground grime 
may give us a lead. 

6. Absence of atrophy is informative. It must 
be remembered that atrophy does not take place 
overnight. We must also remember that meas- 
urements of biceps and forearm are greater in 
the major than in the minor in most persons. 

7. Alleged restriction of forward bending may 
sometimes be checked in both standing and sit- 
ting positions and valuable information obtained. 

8. The evaluation of grip loss is always diffi- 
cult. As much depends on the cooperation of the 
patient, it will be considered along with sub- 
jective complaints. There is no machine that will 
tell us the grip loss without the patient’s com- 
plete cooperation. 

Evaluations based on such things as the fail- 
ure of the knuckles to blanch; or failure of fore- 
arm muscles to contract, are of little value. If 
there is no muscle power there can be no blanch- 
ing and no contraction. In the absence of com- 
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plete cooperation the evaluation of grip loss must 
be based on many factors, among which are 
amputation, limitation of motion, pain, nerve in- 
jury, muscular weakness from any cause. 

A sub-committee under the chairmanship of 
Dr. John Kirkpatrick, sponsored by the Cali- 
fornia Medical Association, has recently com- 
pleted a study of grasping power. 

With the approval of S. W. Macdonald, Chair- 
man of the California Industrial Accident Com- 
mission, a survey was made in the Commission’s 
Medical Bureau for the purpose of estimating 
the percentages of grip loss which might be ex- 
pected following certain injuries. The work of 
the committee will soon be published as a brief 
outline, and will be distributed to California 
doctors. 

9. Electromyographic examination is often in- 
dicated in cases of suspected nerve injury. 

In some jurisdictions, as in California, dis- 
ability in a major hand or arm carries a higher 
rating value than the same disability in the 
minor. For this reason it is necessary to deter- 
mine which is the major side. Frequently the 
patient himself does not know. The following 
methods may be helpful: 

1. The office nurse may watch the applicant as 
he fills out the routine office record card. She 
will note which hand is used. 

2. Most persons throw with their major hands. 

3. In striking a paper match on a match book 
a person almost invariably holds the match in 
his major hand. 

4. Circumferential measurements of arm and 
forearm are of value provided they are made 
soon after injury, before atrophy has taken 
place. 

5. While the master eye is said to correspond 
to the major hand, personally I have had little 
success in determining the major by this method. 


Summary 

HE importance of subjective complaints in in- 

dustrial injury cases is not always recognized 
by industrial physicians. 

The medical evaluation of the validity of sub- 
jective complaints is the responsibility of the 
medical examiner. 

The importance of good doctor-patient rela- 
tionship in industrial cases is not always rec- 
ognized. Confidence of the patient in the ex- 
aminer’s integrity greatly minimizes the sub- 
jective complaint problem. 

The writer acknowledge the valuable 
assistance rendered by Eli P. Welch, Supervisor 
of the Permanent Disability Rating Bureau of the 
California Industrial Accident Commission. | 
Mission Street.) 
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The Initial Management of 
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Traumatic Casualties 
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{ie presentation has as its background the 
clinical experiences of observing and partici- 
pating in the management of 5,000 consecutive 
battle casualties in Korea. Many casualties were 
carefully studied as to the exact nature of the in- 
jury and of the man’s physiological response to 
the injury. Out of this study came the following 
generalization: 

A major traumatic injury is a dynamic, con- 
tinuing injury. 

It is not an injury of the moment but is a 
wound which continues to injure the body over a 
period of days or weeks. 

This continuing nature of the wound is as real 
an entity as that associated with pneumonia or 
cancer. 

To this continuing injury, the man responds. 
Like the injury, the response is a continuing one 

lasting for days or weeks depending upon the 
magnitude of the injury. If a man is shot in the 
leg, not only the leg is injured; the entire man is 
injured. It is not only the leg which may live or 
die; the entire man may live or die. It is, there- 
fore, not surprising that not only the local wound 
but the entire individual responds to the injury. 
Every organ, every system, and presumably every 
cell in the body responds to major injury. 

Thus there is an injury and a response 
tinuing injury and a continuing response. 

The outcome of these conflicting forces will de- 
termine whether the man will live or die. 

Therapy is designed to minimize the continu- 
ing injury. This can never be fully achieved until 
the wound is surgically corrected. It is toward 
this goal that initial treatment is directed. 


a con- 


7HAT are the elements of injury in traumatic 

casualties? There are at least four: (1) Me- 
chanical defects. (2) Tissue destruction. (3) 
Blood loss. (4) Bacterial contamination. 

1. Mechanical Defects: 

Defects such as an open chest, tracheal obstruc- 
tion, cardiac tamponade, increased intracranial 
pressure, or a perforated bowel carry an im- 
mediate threat to life which needs here no elucida- 
tion. 

2. Destruction of Tissue: 
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Destruction of tissue produces injury in two 
(1) The acute injury: the loss of function 
the subacute injury; the 


ways: 
of a vital organ; (2) 
production of necrotic tissue. 

A vital organ, such as the brain, may be de- 
stroyed and death is inevitable. The destruction 
of such a vital organ is one of the two chief 
reasons why approximately 20° of all men in- 
jured in battle die before reaching medical facili- 
ties. 

The second syndrome, the subacute injury of 
necrotic tissue, is of historical importance. One 
needs only to turn back to the medical history of 
the American Civil War! to appreciate the prog- 
ress made in this field. The Surgeon General’s re- 
port of the Civil War included 283 patients with 
wounds of the extremities who secondarily de- 
veloped gangrene. The resultant mortality was 
56%. 

The wound is dynamic. It is continuing to in- 
sult the body, and the body is continuing to re- 
spond. Dead tissue, contaminated with virulent 
bacteria, accentuates the injury, since this part 
of the wound is isolated from the blood stream. 
Serum collections and hematomas, like necrotic 
tissue, are isolated from the active circulation and 
so behave like dead tissue in offering a spring- 
board for infection. The fundamental principle of 
wound surgery is debridement-—the removal of 
debris. 

If life is maintained, the dead tissue will be 
removed. Either the surgeon takes a few minutes 
to accomplish it with knife and scissors (debride- 
ment) or the body responds and takes two to three 
weeks and removes the dead tissue as a slough or 
metabolic debridement. 

3. Blood Loss: 

Blood is lost and the body’s defense is thus 
seriously injured. Death may result, as no part of 
the body is self-sufficient, each part being de- 
pendent upon the circulation for support. Thus 
blood loss and systemic ischemia promote injury 
to the entire individual, and the entire individual 

not just the tissues of the open wound—is fight- 
ing for survival. The wound, literally speaking, is 
now the entire individual. 

Two aspects of the problem are pertinent: (a) 
Control of bleeding. (b) Correction of blood 
volume deficiency. 

Control of bleeding is essential and yet it con- 
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stitutes one of the real challenges of surgery 
today. The control of external bleeding is usually 
relatively simple; the control of intra-abdominal 
bleeding from major vessels or a large wound of 
the liver, however, may prove difficult and some- 
times impossible—and when anesthesia is super- 
imposed on deep or impending shock in an effort 
to control hemorrhage, death may result. This is 
the crucial problem today in the control of hem- 
orrhage once the patient has reached the hos- 
pital. 

In Korea, the correction of blood volume 
deficit in combat casualties reached a peak in effi- 
ciency. Never before in the history of military 
surgery was blood used so freely and so effective- 
ly. The concept of hopelessly severe injury did not 
exist except in an occasional patient with massive 
destruction of the brain. Instead, patients with 
massive traumatic amputations or massive intra- 
abdominal injuries were tackled with the concept 
of expectant salvage as blood was begun within 
seconds of arrival, through two to four portals. 
Crossmatch was unnecessary, owing to the uni- 
versal donor program of low titer type O blood, 
and time and again patients received 15 to 20 
pints of blood without crossmatch and without 
transfusion reaction (Table I). Transfusion was 
much more effective in the treatment of 
ualties, of course, if hemorrhage could be con- 
trolled first. In lieu of whole blood or sterile 
plasma, plasma volume expanders were intro- 
duced and used extensively in the front lines, for 
nature provides a relatively greater reserve in 
red cell mass than in blood volume. 

4. Bacterial Contamination: 

The open wound is a contaminated wound. 
Studies by the Surgical Research Team in Korea 
re-emphasized several factors. The extremity 
wound, at the time of primary debridement, con- 
tains pathogenic aerobic and anerobic organisms. 
In a study of 154 battle wounds, a single bit of 
tissue from each wound revealed clostridia in 
47°, pathogenic clostridia in 27°.. In addition, 
84° of the cultures vielded aerobic organisms.” 
In a more detailed study of a smaller group of 
wounds, clostridia were found at the time of 
primary debridement in 82% .% 

Blood cultures, taken from the most severely 
injured at the time of hospitalization, approxi- 
mately 3.5 hours after injury, occasionally but 
infrequently, revealed the presence of virulent 
organisms.* 

These wounds, therefore, represent a break in 
the body’s defense against bacteria and contain 
the virulent organisms necessary to produce life- 
endangering infections. 


Cas- 


TABLE I. 
EXPERIENCES IN KOREA IN THE ADMINISTRATION OF 
TYPE 0 BLOOD, WITHOUT CROSSMATCH 


Hemolytic Transfusion 
Reactions 


Pints of Type O 
Banked Blood 
10,000 3 
Policy: 
High Titer - Type O patients 
Low Titer - All other patients 
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ECAUSE of the early debridement, the preven- 

tion of gangrenous tissue by the repair of 
severed arteries, and the consistent use of anti- 
biotics, fatal infections almost disappeared from 
the Korean battle field. 

A. Tetanus: 

Basic immunization including a 
jection prior to entering the combat theater and 
followed by an emergency booster after injury, 
offers an effective prophylaxis against tetanus. 
The incubation period for tetanus is approximate- 
ly seven days, the antibody response to the booster 
requiring only four to five days. 

Edsall’ collected only 15 soldiers with tetanus 
among the 2,500,000 wounded men in the U. S. 
Armed Forces during World War II. Only six had 
received the full scheduled immunization. Every- 
one in industry should be immunized and should 
receive a booster injection of the toxoid as soon as 
feasible after injury. Thus complication of injury 
can be prevented. 

In considering the possible mass casualties of 
atomic warfare, the problem must be reconsid- 
ered, for atomic casualties might include civilian 
(often non-immunized) casualties. In World War 
I, the incidence of tetanus among the armies of 
the world varied from two to eight per 1000 
wounded, falling to about one per thousand when 
wound surgery and tetanus antiserum became 
routine (Table II). Deaths from tetanus among 
the German soldiers was estimated at 12,000. The 
problem of mass civilian casualties was best de- 
scribed by Glenn® in World War II. Among the 
untreated, malnourished civilian casualties of the 
siege of Manila (1945), the incidence of tetanus 
was about 40 per 1000. Tetanus wards were es- 
tablished and of 473 patients treated, 82°. died. 

BR. Gas Gangrene: 

Whereas tetanus can be prevented by prophy- 
lactic immunization, gas gangrene can be pre- 
vented by active surgical treatment. When the 
problem is applied to the situation of mass casual- 
ties, as from an atomic disaster, gas gangrene 
becomes a greater problem, for its prevention 
rests primarily on early, adequate surgery. 

As has been described above, almost all large 
battle wounds contain pathogenic clostridia, capa- 
ble of producing gas gangrene. Gas gangrene, 
however, develops only in necrotic tissue and al- 
most invariably is preceded by proximal interrup- 


booster in- 


TABLE IIT. 
INCIDENCE OF TETANUS IN MILITARY CAMPAIGNS 
Incide nce of 


Number of Tetanus (per 


War Years Casualties thousand casualties) 
American Civil War 1861-65 246,172 2 
Franco-German War 1870-71 —_—-—- & 
World War I 

sritish Troops 
Before antiserum 1914-15 —- 8) 
) 15 
After antiserum 1915-18 — 1) 
World War I 
German Troops 1914-18 4,000,000 4.0 
World War II 
American Troops 1941-45 2,500,000 0.006 
World War II 
Manila Civilians 1945 —_—_ 40.0* 


*Estimated (Glenn) 
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two-month period, the time lag often being 48 
hours. Pettit wrote that of the 4,377 patients, 
221, or 5°-, developed gas gangrene. This pre- 
sumably represents approximately 10% of the 
casualties with wounds of the extremities. The 
mortality of such infections was 27.6% (Table 

In order to minimize the continuing nature of 
the injury, debridement is necessary. This can 
only be performed by blocking, in part, this life- 
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TABLE III. 
CLOSTRIDIAL MyYOSITIS (GAS GANGRENE) 
WORLD WAR I 
Evacuation Hosp. WORLD 46th Surgical 
No. & WARII Hospital 
September 10, 1918 Hospital January, 1952- 
November 13, 1918 India June, 1953 
= LTT). 
Number of Casualties 4,377 4,600 4,900 
Number Developing 
Clostridial Myositis 221 32 4 
Percentage Developing 
Clostridial Myositis 5.% 0.7% 0.08% 
Case Fatality Rate 286 31% A% 


tion of the main artery to the extremity. Alte- 
meier described the average incubation period of 
gas gangrene (C. perfringens) as 24 hours, and 
Trueta found in the Spanish Civil War that an 
untreated patient who survived 48 hours or 
longer without signs of anerobic infection would 
probably escape gas gangrene. Once the in- 
fection has developed in experimental animals, 
penicillin prolongs life but does not affect the 
mortality if the wound is not treated.‘ 

These facts explain the progress in military 
surgery in controlling gas gangrene and high- 
light the problem anew in terms of the manage- 
ment of possible mass casualties. 

In the latter half of the Korean conflict, gas 
gangrene almost disappeared. Among the 4,900 
consecutive casualties, four developed gas gang- 
rene and all four survived. This remarkable suc- 
cess was not due to lack of wound contamination; 
it was due to early, consistent debridement, the 
repair of injured arteries, and perhaps, in part, to 
the routine use of antibiotics. Antiserum was not 
used. In all four instances, arterial injury had 
been followed by an unsuccessful surgical re- 
pair. 

This is far different from the earlier experi- 
ences in World Wars I and II. Coupal* reported 
an incidence of gas gangrene of 1.1° and 5.2% 
for soft tissue wounds and compound fractures 
among American troops in World War I. Pettit’ 
wrote of the seriously injured of the St. Mihiel 
and Argonned-Muse operations in World War I 
when a hospital received 4,377 casualties over a 


saving response as one introduces the fifth ele- 
ment of injury, anesthesia. The responses of the 
patient, particularly of the autonomic nervous 
system, are fully mobilized. Anesthesia apparently 
depresses this response and so temporarily 
furthers the injury. This may be a critical mom- 
ent; to be minimized only by correcting part of 
the injury, mechanical defects and blood volume 
deficiency, prior to adding the anesthetic insult. 
To add anesthesia to the earlier insults prior to 
correcting the blood volume deficit may some- 
times be necessary, but it is comparable to shoot- 
ing the bullet-ridden casualty one time more. 
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Opportu nity 


} AGREED that one of out 


biggest unsolved problems in industrial medicine was 


fF 
4 that of medical care for small industries. It was reported in the course of our 


meetings that the trend in large industry of tomorrow was for decentralization. Here 


is the opportunity for large industry, 


already 


enlightened regarding the role of 


medicine in industry, to use its imagination and resources to solve the problem of 


small plant medical programs. The techniques evolved might hopefully find ready ap- 


plication in the solution of the problem 


industrial plants. 


of industrial 


medical services for small 


From a Summary, by Davin H. GoLpsTEIN, M.D., Medical Director, The New York Timea, on the 
ubjects discussed From the Viewpoint of the Physician at the 1956 Lake Logan Conference, Canton, 
North Carolina, May 18-20, 1956. 
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The Rai way Surgeon ot Toc ay 


WILLIAM P. GILMER, M.D. 
The Chesapeake & Ohio Hospital 


Clifton Forge, Virginia 


bff ARE “Railway Surgeons.” Regardless of 
our individual special fields of practice, we 
are—in this organization—‘Surgeons,” and as 
we look back to the origin of our group we realize 
why, for our predecessors were appointed with 
but one specialty in view, that of surgery. The 
name has stuck, as names have a way of doing, 
but the scope of our endeavor has broadened until 
now it covers the entire field of medicine; it is 
even broader than the geographical area from 
which we gather. 

In tracing the origin and development of the 
branch of our profession to which we belong, we 
must first take a brief look at the railroads them- 
selves, and the vitaily important role they have 
played and continue to play in our national 
economy. Progress is closely tied to transporta- 
tion. Efficient transportation is not the basic 
reason for progress, but it is an essential tool. 
I once lived for five years in Korea, where there 
were no wheels of any kind until they were 
brought there by the Western World. Everything 
transported overland was carried on the back of a 
man, or a bull. Korea, in the matter of transporta- 
tion, was behind Egypt in the time of Moses 
until Americans built that 30 miles of railway 
from the seaport of Chemulpo to the city of 
Seoul-—for Moses tells us that the wheels otf the 
Egyptian chariots got stuck in the bed of the Red 
Sea. The wheels of progress of Korea moved slow- 
ly or not at all; for century after century there 
were no wheels on which progress could move. 


} OW DIFFERENT the story here. In the early days 

of this country, the settlers lived in widely 
separated areas and there were no connecting 
lines of transportation. Progress was difficult, and 
the struggle for existence was arduous.' Then 
came the “Industrial Age,’ which started with 
the steam that Watts harnessed and Stephenson 
hooked to wheels. 

Progress required dreamers, as well as men of 
hard business sense. The railroads have had both. 
The dream of Oliver Evans, in 1813, will serve as 
an example. He said, “I do verily believe that car- 
riages propelled by steam will come into general 
use, and travel at the rate of 300 miles a day.””! 
Then came the men who carried out the visions 
of the dreamers—until, with astounding dispatch, 
every part of our nation was connected \ith every 

From an Address by Dr. GILMER, the 
at the Twenty-Eighth Annual Meeting of the 


Surgeons of the Chesapeake & Ohio Railway, Greenbrier Hotel, 
White Sulphur Springs, West Virginia, November 18, 1955. 
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other part by long lines of rails; and Holbrook 
wrote,” “The driving of the last spike connecting 
the U.P. and the C.P. tracks, occurred on May 10, 
1869, and was accompanied by a truly stupendous 
celebration at the shack town of Promontory, 
where oratory and whiskey flowed in about equal 
amounts.” America changed rapidly from a na- 
tion of widely separated groups, struggling for 
existence, to become the most powerful industrial 
nation on earth. Railroads played a major role in 
bringing this about. 

“Immediately after the building and operation 
of railroads, it was found necessary to appoint 
surgeons, known as railway surgeons, who could 
be called upon to treat the injured employee or 
passenger.’ This was because of the hazards of 
this means of transportation. 


‘HE FIRST physician to be appointed railway sur- 

geon Dr. James P. Quinn, of Martins- 
burg, West Virginia.“ His appointment was made 
in 1834. All that we can learn about this Dr. 
Quinn is that he was appointed railway surgeon 
for the Baltimore & Ohio “from Point of Rocks 
to Harper’s Ferry.’”’ Where he came from, what 
honored him with a degree, whom he 
married, and the other things we might like to 
know about him “must forever remain just over 
the horizon of oblivion and obscured from our 
view.” 

We cannot follow in detail the early line of 
railway surgeons. For several decades, appoint- 
ments were few and far between. It was not un- 
til the dangerous 1850’s that the need for railway 
surgeons became generally recognized.'! In those 
days of rapid expansion of railroads—of burst- 
ing boilers, breaking bridges, snapping rails— 
there were many disasters and the need for treat- 
ment of the injured could not be ignored. The 
chief reason given for the disasters of the 1850’s 
was the mad rush of speed—not so much the 
speed of the trains, as the frantic building of 
tracks and bridges. 

The picture has changed. Today it can be ac- 
curately said, “You are safer in a railway coach 
or Pullman than in your own home.” But im- 
pressions linger. Often I am asked, “Where do 
you practice?” When I reply, “In the Chesapeake 
& Ohio Railway Hospital at Clifton Forge, Vir- 
ginia,” my questioner will say, “Oh, then you see 
a lot of accident cases?” My answer is “Yes, I see 
a lot of accidents from the highway—just as you 
do.” The primary purpose of our group has all but 
passed out of the picture. Still, “Chief Surgeons” 
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of railroads are appointed and they in turn ap- 
point other physicians. 

But for the “Chief Surgeons” and the ‘other 
physicians” alike there has been a change indeed 

not to lessened activity, but to greater cppor- 
tunity. The railway surgeon’s duties extend far 
beyond the treatment of injuries (which are now 
are definitely in the 
fact we can 


comparatively rare); we 
field of Industrial Medicine—in 
claim the honor of belonging to the group which 
pioneered in this fieid. We do more than splint 
broken bones and amputate crushed limbs. Our 
job is to keep well people well, to keep those em- 
ployed by the railroad on the job—all the way 
from the maintenance-of-way crews to the ad- 
ministrative officers.!. We are industrial physi- 
cians in the full sense of the term. 


Now, as industrial physicians, our first thought 
is for the welfare of the workers under our 
care, 

Our first duty to the employee is to him as 
an applicant for a position. Is his physical make- 
up such as to make it to his advantage, and to 
that of the company, for him to be placed in the 
job for which he is applying? We are learning 
more and more about standards of physical fit- 
ness for special jobs, and as we approach the ideal 
in placement the worker will be saved a jot of 
backaches, and the executives a lot of headaches 

to say nothing of those of us who treat em- 
ployees not physically fit for the job in which they 
have been placed. 

The examining physician (remembering that 
we are now in the field of industrial medicine) 
should be well trained and fully aware of his 
responsibilities. Another qualification—well rec- 
ognized—is that he should not be both examining 
physician and the one who treats the employee 
when sick or injured. The close relationship be- 
patient and physician which is such a 
precious heritage, would be marred in 
where the treating physician had the authority to 
recommend retirement. 


tween 
Cases 


\VW HEN we turn to look briefly at our own or- 

“Railway Surgeons of the Chesa- 
find that we have one of the 
railway systems in 


ganization 
peake & Ohio”—we 
oldest and most complete 
America on which to carry out our objectives in 
this broadened field of Industrial Medicine. This 
high opportunity has _ not attained by 
chance, but has resulted from the splendid under- 
those who have 


been 


standing and cooperation of 


guided the policies of the railroad, and from the 
vision and untiring efforts of those of our pro- 
fession who have been placed in authority, and 
who have organized and guided our metamorpho- 
sis from the purely reparative to the comprehen- 
sively preventive. 

In our own highly developed organization we 
find a number of groups, each with special duties. 
The foundation is still the original group—physi- 
cians all along the line of the railroad, appointed 
by our Chief Surgeon, te be ready in case of dis- 
aster, to render service in case of accident, as 
railway surgeons have done since the very first 
appointment. But the opportunities of this group 
have also broadened, for they are most effective 
good will representatives of the railroad. No one 
understands people better than the family physi- 
clan—no one else lives as close to the public—his 
place remains permanent, as does the place of the 
family physician in the profession as a whole. 

Then we have that group of physicians who 
staff the hospitals where the employees of the 
railroad can be treated when sick or injured. This 
group must include every specialty of our profes- 
sion, in order that the employees may receive 
the best in medical attention. For many years our 


railroad has been a recognized leader in this 
field. 
‘THE history of “Railway Surgeons” has been 


closely tied to the “Story of American Rail- 
roads” each playing a part in the progress of the 
other. Both are champions of the American way 
of life; both have resisted the tendency of a 
paternalistically-minded government to encroach 
upon the right of the individual; both stand firm- 
ly for our system of free enterprise—including 
the private practice of medicine and the private 
ownership of our systems of transportation. 

For ourselves as railway surgeons, ours is an 
old and honored tradition. In our newer and 
broader opportunity as industrial physicians we 
face a future of challenge, and of promise. To all 
that it may bring of “thunder” and of “sunshine” 
we shall oppose “free hearts, free foreheads,” in 
the same fine spirit of dedication that has char- 


acterized our past. 
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The Section De esate 


—FACETS OF HIS FUNCTION 


RUTHERFORD T. JOHNSTONE, M.D., Los Angeles 


HE American Medical Association is not a 
secret society. It holds no clandestine gath- 
erings nor does it act surreptitiously on policies. 
Its membership is not required to memorize for 
life a password or utilize a handshake. 
Its entire structure and action are as democratic 
as our own American government. Despite this 
fact too many members of the American Medi- 
cal Association feel that they are only dues- 
paying members deprived of active participation 
in the policy of their medical organization. 
Nothing is further from the truth. A denial of 
this misconception has been made many times 
in many areas. Its repetition is indulged in here 
only to introduce discussion of a specific phase 
of activity which should be of special interest 
to those aligned with the Scientific Sections, 
namely, the function of the Section Delegate. 
The legislative body of the Association is the 
House of Delegates. It transacts all the business 
of the Association not otherwise specifically pro- 
vided for in the Constitution and By-laws. To 
it are presented proposed policies and_ resolu- 
tions from every source, including those from 
individual members of the American Medical 
Association. Upon presentation a resolution is 
referred to a Reference Committee where it is 
studied and then returned to the House where 
it may be accepted or rejected, modified, or rec- 
ommended for postponement for further study. 
The House of Delegates is composed of Dele- 
gates elected by the constituent associations and 
by the Sections of the Scientific Assembly, and 
Delegates appointed by the Surgeon General, or 
Chief Medical Director, as the case may be, 
from the Medical Department of the Army, the 
Navy, the Air Force, the Public Health Service, 
and the Veteran’s Administration. The number 
of Delegates from the constituent associations 
is proportional to the number of active members 
of the American Medical Association in the re- 
spective associations. The Scientific Sections and 
the Medical Departments of the various services 
and the Veteran’s Administration are each en- 
titled to one Delegate, as provided in the By- 
laws. The general officers, the Past-Presidents 
and Past-Trustees of the Association, the Gen- 
eral Manager, the Assistant Secretary, the Edi- 
tor of the Journal of the American Medical As- 
sociation, the Chairmen of the several Councils, 
and two Delegates elected by the Student Ameri- 
can Medical Association are ex officio members 
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of the House of Delegates without the right to 
vote. 


HE FOREMOST obligation of a Delegate is to 

serve the broad interests of American medi- 
cine and the American people. The majority of 
all resolutions presented to the House are of 
that nature. These resolutions may deal with 
Bills which are before the Congress of the 
United States, or they may involve matters of 
such broad interest for example, medical 
education, medical ethics, accreditation of hos- 
pitals, ete. 

Another obligation of the Delegate is to rep- 
resent the interest of his constituent association 
in matters which are local or regional, or, on 
the surface, seemingly so. For instance, the ac- 
tivities of a Union Health Center in an indus- 
trial area are not of primary concern to physi- 
cians practicing in an agricultural area. Or, the 
utilization of the facilities of a State-supported 
medical school for private practice by full-time 
professors may incite concern in one area but 
not in another. Quite often, however, action by 
a local County or State Society does not resolve 
the problem, for it has been found that the 
principle involved needs the study of the Ameri- 
can Medical Association with appropriate action. 

Regarding problems of either national or re- 
gional interest, Delegates from the State Soci- 
eties are “instructed” to carry out the expressed 
interest of those whom they represent. It does 
not necessarily follow that any given individual 
will do so. A Delegate may, and frequently does, 
express an opinion before the House of Dele- 
gates which is contrary to the majority opinion 
of his own delegation. But to a considerable de- 
gree State delegations act as a unit. They caucus 
together, invite other state delegations to dis- 
cuss issues, and seek the favor of those whose 
States are entitled to only one or two Delegates. 


as, 


N CONTRAST, and until recently, the Section 

Delegate was a lone wolf. He sat in the House 
feeling that he had only minimal influence. He 
ran with no pack. Three years ago some of us 
decided that this should be changed. The Dele- 
gates from all Sections now meet for an early 
breakfast on two mornings of the Convention, 
where problems of interest to the Sections are 
discussed. This action has now moulded the Sec- 
tion Delegates into a group from which stems 


oS 
®© 
Qr 





considerable influence and pride. The Section 
Delegate feels more responsive to the issues be- 
fore the House, and he actively participates in 
a battle waged there or before the Reference 
Committees. In short, he has a double duty. He 
must be interested in the problems concerning 
the entire medical profession and likewise those 
which are specifically of concern to the Section 
he represents. 

This year an additional step was taken, in that 
the Chairman, Vice-Chairman, and Secretary of 
the Delegate’s Section joined him one morning 
at breakfast, and on the morning the 
Alternate Delegate was his guest. It was felt 
that this would serve to unify the interests of 
those concerned with the running of the Section, 
and would aid in communication between the 
Delegate and the Section officers. It should be 
noted that this move toward a closer working 
relation is at the expense of the individual Dele- 
gate, and is not paid for by the Section or the 


second 


Association. 

The Chairman and Vice-Chairman of 
Section are elected for one year, and the Secre- 
is elected for three years or longer. It is 
the desire of the American Medical Association 
that a Secretary serve for a number of years 
because of the value inherent in his experience. 
Some have served 12 to 15 years. 


each 


tary 


Secretaries 


This matter of experience likewise applies to 
the Delegate in that it takes him several years 
to learn the ropes within the House of Delegates, 
and to become sufficiently acquainted with the 
procedures and methods through which a Dele- 


gate is able to exert some influence. 


Preventive 
Health 


has 


HE DELEGATE from the Section on 

and Industrial Medicine and Public 
(now the Section on Preventive Medicine) 
always been confronted with representing a Sec- 
tion composed of diversified groups. This has 
not been true of other Delegates. The Section 
on Urology is composed of urologists; the Sec- 
tion on Radiology is composed of radiologists, 
etc. In contrast let us took at the history of the 
Section the writer represents. “By resolution a 
Section on State Medicine was established in 
1872, and a formal definition of state medicine 
was accepted which included the whole subject 
of public health. In 1873 this Section became 
known as the Section on State Medicine and 
Public Hygiene. In 1879 the Section on Medical 
Jurisprudence, Chemistry, and Psychology was 
combined with it, making a Section on Medical 
Jurisprudence, Chemistry, Psychology, State 
Medicine, and Public Hygiene. The unwieldiness 
of this title resulted promptly in a return to 
‘State Medicine’ as the name of the section in 
1880. In 1900 the name was changed to Hygiene 
and Sanitary Science; in 1908, to Preventive 
Medicine; in 1909, to Preventive Medicine and 
Public Health. Then in 1922, when industrial 
medicine began to loom large on the horizon, 
the name was changed to Section on Preventive 
and Industrial Medicine and Public Health.” 

For a good many years prior to my election 


the Delegate came from the field of Public 
Health. Now with the unification of Public 
Health, Industrial Medicine, and Aviation Medi- 
cine under the single banner of Preventive Medi- 
cine, and having a common aim, it matters little 
and there need be no concern as to the Delegate 
representing any particular faction. 


MENTION has been made of the disposition of 

a resolution that is presented to the House 
of Delegates. Possibly additional explanation is 
in order. At each session of the House of Dele- 
gates, the Speaker appoints Reference Commit- 
tees to consider resolutions and other matters 
within each Committee’s jurisdiction. These 
committees consist of five members, one of 
whom is appointed Chairman. Except in such 
special circumstances as are either covered by 
the By-laws or involve unanimous consent by 
the House, no final action can be taken until 
after a Reference Committee has presented its 
report. 

The By-laws provide for the following Refer- 
ence Committees: Amendments to the Constitu- 
tion and By-Laws; Board of Trustees and Sec- 
retary, Reports of; Credentials; Executive Ses- 
sion; Hygiene, Public Health, and Industrial 
Health; Insurance and Medical Service; Legis- 
lation and Public Relations; Medical Education 
and Hospitals; Medical Military Affairs; Miscel- 
laneous Business; Reports of Officers; Rules and 
Order of Business; and Sections and Section 
Work. 

The Speaker, with the approval of the House, 
may appoint additional Reference Committees 
when the need arises. Each Reference Committee 
with resolutions to consider convenes as soon as 
possible after the adjournment of each meeting 
of the House; if necessary the Committee can 
convene during a House meeting. The Com- 
mittee also is expected to give its report at the 
next meeting of the House, or when called on 
by the Speaker. 

A majority of the Committee members must 
be present for a quorum. The Reference Com- 
mittees, if they need additional information to 
help them arrive at conclusions and recommen- 
dations, may summon Officers, Trustees, Council 
members, or employees of the American Medical 
Association. 

During the opening session of the House the 
experienced Delegate makes a note of the resolu- 
tions presented which may be of interest to his 
constituent body. He likewise learns to detect 
relevancies that may not be obvious in the word- 
ing of a resolution. He then must hop about 
from one reference room to another in order to 
sustain or disapprove a resolution. He learns to 
take with him those who may lend support. It 
should be understood that Reference Committee 
meetings are “hearings,” where all aspects of 
a subject are aired. 

There are additional facets of the Section 
Delegate’s responsibilities which could be men- 
tioned and, if need be, will be at a subsequent 
time. The present Delegate believes that hereto- 
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fore communication between his Section and its 
Delegate has been neglected. Last year the Dele- 
gate had a mimeographed report distributed to 
all who came to the Section meeting. This year 
he read a report at the business meeting. In es- 
this report follows, and referred 


sence Was as 


to the disposition of resolutions not previously 


reported: 


THe FIRST resolution requiring attention was 

that regarding the United States Public 
Health Service. On October 13, 1954, the Ameri- 
can Public Health Association adopted a resolu- 
tion regarding the status of the Public Health 
Service. A similar resolution was adopted on 
December 10, 1954, by the Association of State 
and Territorial Health Officers. These were 
passed on to the present Delegate who in turn 
them to the Section on Preventive 
and Industrial Medicine and Public Health for 
its consideration, and the Section unanimously 
voted approval on June 8, 1955. The writer then 
submitted this resolution to the office of the 
American Medical Association. The Speaker of 
the House referred this to the Reference Com- 
mittee on Legislation and Public Relations. 
After due deliberation this Reference Committee 
reported back to the House of Delegates as fol- 
lows: “Your Reference Committee was unable 
to visualize all the consequences that might flow 
from the enactment of a law making the Public 
Health Service a part of the Armed Forces, or 
from a law vesting officers of the Public Health 
Service with military status. It therefore recom- 
to the Board of Trustees for 


submitted 


mends referral 
study.” 

Space does not permit the quoting of the en- 
tire resolution as introduced and therefore the 
various “Whereas” clauses will be omitted in 
this report, but attention will be called to the 
“Resolved” portion: “RESOLVED that the Ameri- 
can Medical Association recommends that legis- 
lation be enacted by the Congress designating 
the Public Health Service as a component branch 
of the Armed Forces of the United States on 
an equal status with the Army, Navy, and Air 
Force thereby strengthening the ability of the 
Public Health Service to maintain its existing 
personnel and recruit additional personnel to 
meet its expanded responsibilities; and be it 
further RESOLVED that the American Medical 
Association recommend this action through the 
proper executive and legislative channels of the 
Federal government.” 

The Board of Trustees considered the resolu- 
tion, and then referred it to the Council on 
Medical Service. This Council in turn contacted 
Dr. Leonard A. Scheele, the Surgeon General, 
and found that, according to his opinion, the 
resolution intimated permanent military status, 
with the Public Health Service transferred to 
the Department of Defense. Therefore the Coun- 
cil on Medical Service recommended that the 
resolution be not approved. 

Subsequent to the presentation of the above 


resolution before the House of Delegates two 
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identical bills were approved by the administra- 
tion. These bills are H.R. 7600 and S 2587. They 
were in keeping with our Section resolution ex- 
cept that they qualified that portion of it which 
seemingly intimated that the military status 
sought would in some way perpetuate the doctor 
draft for Public Health Service Officers. Dr. 
Scheele appeared before the Board of Trustees 
and the American Medical Association Council 
on National Defense to discuss these bills. As a 
conclusion to all this the Committee on Legisla- 
tion of the American Medical Association has 
recommended active support of S 2587 and H. R. 
7600. This recommendation has been adopted by 
the Board of Trustees. It is therefore believed 
that the proponents of our Section resolution 
have obtained what they desired. 


‘THE NEXT resolution to be considered is one 

that stemmed directly from the Section on 
Preventive and Industrial Medicine and Public 
Health and was resolution No. 6 presented to 
the House of Delegates at the December, 1956, 
meeting in Boston, as follows: 

“Resolution No. 6: RESOLVED that the Section 
on Preventive and Industrial Medicine and Pub- 
lic Health respectfully requests the House of 
Delegates of the American Medical Association 
to change the name of the Section on Preventive 
Industrial Medicine and Public Health to 
Section on Preventive Medicine.” This was re- 
ferred to the Reference Committee on Section 
Work, and this Committee recommended to the 
House of Delegates that the name of the Section 
be so changed. 

The report of the Committee containing this 
recommendation was adopted, and from the vote 
it was the intention of the House of Delegates 
to adopt the resolution. However, Dr. Louis Orr, 
the Vice-Speaker, informed the House that this 
resolution would have to be submitted to the 
Council on Constitution and By-Laws because it 
would be necessary for that Council to submit 
to the House the specific language that would 
be needed to effectuate the desired change in 
Chapter 7, Section I, of the By-Laws. 

The Council on Constitution and By-Laws rec- 
ommended to the Board of Trustees the neces- 
sary change in the By-Laws; this was accepted 
by the Board of Trustees, and the change in the 
name of the Section was recommended to the 
1956 House of Delegates. This recommendation 
was approved by the appropriate Reference Com- 
mittee and so returned to the House, which then 
adopted the resolution. 

Therefore, as of June, 1956, this Section is 
the Section on Preventive Medicine, as it was 
in 1908. 

In addition to the aforementioned resolutions 
there were several presented at the 1956 meet- 
ing which had indirect interest to this Section. 
The Texas delegation presented a_ resolution 
seeking American Medical Association disap- 
proval of the health program offered to civilian 
employees on military installations. It was 
brought out at the hearing before the Reference 


and 





Committee that the as conducted was 
one of preventive medicine in no way dissimilar 


to the programs conducted in industry. The res- 


program 


olution was not approved. 

The Oklahoma delegation presented a _ resolu- 
tion which claimed that Oklahoma physicians in 
the Veteran’s Administration were accepting 
money from patients who were insured in vari- 
ous ways, including Workmen’s Compensation. 
The resolution sought condemnation of this 
practice by action of the American Medical As- 
sociation., Dr. R. A. Wolford, of the Veteran’s 
Administration, was present at the hearing on 
this resolution, and he asserted that his office 
had never been informed of any irregularities 
in this regard, and asked the Oklahoma delega- 
tion to submit its evidence. He also pointed out 
that if the veteran claimed he had no money and 
could not pay for care he was admitted even 
though both the veteran and the Administration 


the medical program he provided for his em- 
ployees. Several objections—including those of 
the Ohio delegation—were heard. The Reference 
Committee recommended that the resolution be 
referred to the Board of Trustees for further 
study and clarification of the wording. 

In closing, the writer exhorts those in Public 
Health, Aviation Medicine, and Industrial Medi- 
cine to take a greater interest in the affairs of 
this Section. With the rapport now established 
much can be accomplished. An example of this 
ends this report. It is from the new Chairman 
of our Section: 

“Dear Dr. Johnstone: 

“T am most pleased to accept your kind invita- 
tion to a breakfast meeting Tuesday morning, 
12 June. 

“Having spent my entire professional career 
in Military Medicine, I can assure you that I am 
completely unaware of the intricacies of AMA 


political activities. I’m sure the meeting will be 

an interesting and valuable one for me. 
EDWARD J. TRACY, 
Brigadier General, USAF 
Surgeon.” 


knew This, Dr. Wolford pointed 
out, was the law. 

The Section on Preventive Medicine submitted 
resolution No. 54 which sought approval of the 
policy that an employer had the right to direct 


he was insured 
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He Works Furious y 


i em PURITAN teaching of abstemiousness and hard work is far from dead. In fact, in 
some ways other-directed values reinforce it. Take for example the passing of the 


gilded age. The rich industrialist or merchant no longer displays his opulence by build- 
hill overlooking his employees below. He no longer 
is no longer 


ing magnificent mansions on the 
flaunts his wealth with diamond stickpins and beaver top hats. His wife 
loaded with the evidence of his success. The age of conspicuous 


Veblen’s “pack horse” 
income tax or the fear of arousing 


expenditure is gone, and not simply 
Only the occasional movie personality tries to recapture it. Today the in- 


because of the 
left-wing ire. 
dustrial chieftain truly and conscientiously practices inconspicuousness in dress, home, 
and manner. He works hard at the office every day (and sometimes night) the year 
around. It is a matter of pride with him that he started out selling newspapers on the 
(although I am sure some make the claim who did not), that he has not had a 


corne! 
has not been home in time for dinner in three weeks. 


vacation in 19 years, and that he 
When he takes a vacation, he spends it in the exhausting exercise of chasing a golf ball 
over 10 acres in the brutal sun. And when he is home on an occasional evening, does he 
relax? No furiously in his basement 
workshop. These behavior patterns have 
relatively modestly for your means, work hard, and die with 


indeed; he works 


elevated to the 


lie around the house and 


been level of other-directed 


tatus symbols. You live 
your boots on. The current corporate 
for executives, the many articles in business publications on this subject, and the inces- 


practice of requiring regular medical check-ups 


sant talk about teaching executives how to taper off and enjoy retirement are indicative 
f how much single-minded hard work still dominates in business circles. How to enjoy 


0 
leisure remains a deep mystery. 


Fron LEVITT, in Harvard Business Review, 


July-August, 1956 


The Changing Charact by THEODORE 
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Nurse-Doctor Team in Small Industry 


ELSTON L 


BELKNAP, M.D. 


Milw aukee 


WENTY years ago I was asked to speak in 

Michigan on the management of health pro- 
yvrams in industry. | felt that the occasion re- 
quired more than my appearance as a speaker, 
and I suggested to my host, a surgeon, that he ar- 
range for my seeing two plants where the medi- 
cal hazard was complicated and where I could 
learn more of the subject on which I was to speak 
later. He had me see with him one brass foundry 
with problem of lead. and one furniture factory 
with problems of paints and solvents. Later in in- 
troducing me he acknowledged a debt. He said 
that in the 30 years he had been director of 
health services for these two plants, on that day, 
for the first time, he had actually been in the 
factory to see the places where his patients 
worked. Now he could begin to grasp the problems 
that behind the individual had 
been seeing all these years at his office, outside 
of the plant. 

Recently I spent several days with a group of 
Medical Directors. They showed me the tremen- 
dous extent to which modern industry has gone 
to maintain the health and safety of the workers 
in large plants. Their medical staff 
ratio to employees was one full-time medica! man 
four full-time nurses to 2000 em- 


were cases he 


suggested 


and three or 
ployees. 

These incidents point up my thesis, that the 
modern method is still the one Ramazzini de- 
scribed in 1700—that the first duty of the physi- 
cian is to study the worker at his work-place; 
and that there is no reason why the worker in the 
small plant should be denied the excellent care 
that is now given as a matter of course to em- 
ployees in big industry. 


NE OF THE first things a physician should do 
after he is engaged to serve a small factory, 
even part-time, is to make a careful tour of the 
plant, recognizing, where he is able, the location 
of common medical hazards that the employee 
must meet if production is to be maintained. 
While this is not quite like going blindfold into 
a problem, the fresh examination by the alert 
physician can disclose a hazard that those who 
have been present day after day may have 
missed or taken for granted. The physician also 
must become familiar with actual types of work 
at different operations, especially regarding that 
ever-present problem of “light vs. heavy work.” 
This initial plant survey is most important for 
two reasons—to acquaint the medical consultant 
with the general categories of hazards that his 
potential patients must face: dermatitis, sight, 
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hearing, heat, back strain, and toxic fumes; and 
to furnish a base on which conditions can be 
improved so that the hazards are lessened by 
cooperation of the management and the Medical 
Department. 

In this preliminary survey three underlying 
principles should be borne in mind. First, the 
medical consultant should be in the plant for 
diagnosis, not treatment. Second, it is not felt 
that this consultant physician should be in the 
plant to offer traumatic service or to interfere 
in any way with the usual handling of traumatic 
cases either by the nurse or by the usual surgical 
consultant to whose office the patients should be 
sent for surgical treatment as is customary. 

And third, all services, even the initial plant 
survey, should be paid for, and in no way should 
this service be offered free as an inducement for 
the medical consultant to obtain a position in a 
particular plant. 

In this kind of program the plant nurse, part 
or full-time, is absolutely essential. Consultation 
with the doctor on cases that are not the custom- 
ary first aid variety wil! improve the nurse’s 
ability to recognize other medical problems con- 
nected with the specific hazards of the particular 
industry. She will be able to detect symptoms 
that should be reported early for care by the 
medical consultant. 

The cooperation of the nurse and her medical 
consultant will make perfect the responsibility 
they have for the patient’s welfare, for here, as 
in private practice, the medical responsibility is 
to the individual even though the employer 
meets the costs. The favorable helpful medical 
impression that such a medical team makes on the 
employee far outruns the cost to management. 


Potton ING is a brief suggested schedule for the 

time that the physician and the nurse prob- 
ably need to spend in a small plant of 50 to 150. 
In the hour before the physician’s arrival the 
nurse attends to first aid, dressings, and schedul- 
ing for physical examinations the persons who 
are in need of the medical consultant’s attention. 

Beginning in his first hour, the medical consul- 
tant may do pre-employment physical examina- 
tions, which should not be more than three or 
four an hour. If the schedule is for re-examina- 
tions, he might do five or six an hour. 

For the second hour these re-examinations 
might be periodic or re-employment examinations 
of individuals returning to work after an opera- 
tion, or from convalescence after such things as a 
heart attack, back strain, or pregnancy. Patients 





with them 
problems 


from the nurse’s close contacts 
counseling 


en also. The plant physician, if he is 


who 
need because of emotional 
need to bes 
known to be faithful to the patient, can be of tre- 
mendous help to the smooth running of a plant 
where cooperation of the workers is important. 

For half the doctor’s third hour a rapid tour 
of the plant can reveal whether improvement in 
housekeeping has made the initial 
tour. The presence of the nurse on such a tour 


is essential to her giving the best possible service. 


been since 


A representative of management should be pres- 
ent on this fast survey tour, as well as in a final 
haif hour of consultation with the physician and 
nurse where medical recommendations are made. 
This can do much to prove the physician’s in- 
tention to offer the highest cooperation in medi- 
cal and other problems. 


(renera 


EARS AGO, they called the doctor in industry a 
YV “chi f surgeon.” He worked in a plant hospital 
addition, he examined job 


applicants and them fit or unfit for 
work. Confined within boundaries, his job was repe- 


and treated injuries. In 
pronounced 


titious. 

Has all What 
medicine consider its reason fo1 
Weekly took these questions to the world’s 
corporation, General Motors, which main- 
world’s largest industrial Medical Depart- 
and overseas, GM employs more 


that changed? does modern plant 


being? 
largest 
tains the 
ment. In the U.S. 
than 160 physicians and 850 nurses and technicians 
in 130 plant individual GM medical 
facilities are valued at $300,000 and $400.- 
000, which would class them with many community 


clinics. Some 


between 


general hospitals. 
Dr. Max Burnell, 
cal Department, and H. W. 


Charge of Personnel, 


Director of the vast GM Medi- 

Anderson, GM Vice- 

President in explained the 

purpose of their company’s program. 

GM doctors still do minor surgery, set 
fractures, take bits of metal out of eyes, and 

carry out other routine But the 

tion’s medical program has a more fundamental pur 


Of course, 
simple 
chores. corpora- 
pose, that of maintaining the health and well-being 
of GM’s more than 600,000 employees. An av 
of 40,000 employees visit Medical Departments daily. 


I 


rage 


The services they receive include: 
1. Pre-employment physical examinations: thes« 
are designed to match the capacities of the individual 


GM 


the physically handicapped. Dr. Burnell feels 


to requirements of specific jobs. does not bat 
trong 


kind of 
irmed, 


ryone 1s handicapped for some 


that “eve 
blind, deaf, 


rk.” GM 
and polio-crippled workers. 
2. Periodic health 


employees with kno 


employs many one 


appraisal: here special em- 


phasis placed or wn pathology, 


oups, and employees who work in rela 


Iney itably, GM phy si 


ipations, 


tively hazardou oce 


, Michi- 


half a day a week will 
a plant having only 50 
plant having 100 to 200 
the and the doctor 
second, and perhaps a_ third, half-day. 
therefore, that under this plan, a 
doctor could probably soon have 
half their time occupied with two to four 
plants. In fact, it will not be long before the 
nurse will be in demand all day long at many 
plants. It has been said by some that the supply of 
well-trained doctors in industry will not be suf- 
ficient in the foreseeable future. Perhaps this 
may be so for full-time Medical Directors, but 
certainly there are many generally well-trained 
young physicians now available who are willing 
to study to make themselves competent as part- 
time industrial medical consultants. 


Such a schedule of 
probably take care of 
employees, though a 
could probably use nurse 
for a 
It is seen, 


nurse and a 


Motors 

find non-occupational disease in their early 
stages. When this the employee is referred 
immediately to his family physician. Such early de- 
tection has moved Dr. Burnell to claim that GM’s 
setup affords “the greatest opportunity for preven- 
tive medicine in civilian life.” 

53. Physical check-ups after absence due to illness, 
to determine the employees’ fitness to return to work. 

1. Advice and counsel from the Medical Depart- 
ment for employees who request guidance in per- 
sonal or family problems. 

Health education for employees is furthered by 
the publication of pamphlets in huge quantities for 
free distribution. In the past seven years, GM has 
distributed 7,000,000 booklets on 35 health topics. 

In addition to its vast program of health main- 
tenance, GM conducts medical research, with re- 
earch projects geared to injuries or disabilities that 
arise within the automotive industry. Typical studies 
involve accident proneness, back injuries, and hear- 


cians 
occurs, 


ing loss due to occupational noise. 

Aware of industrial medicine’s growing potential 
and its appeal to the medical student, GM plays an 
active role in medical education. In 1950 it con- 
ributed $1,500,000 to establish the Institute of In- 
dustrial Health at the University of Michigan. It 
also sponsors special training for young physicians 
who wish to enter the field of industrial medicine. 
rhis program includes attendance at the University 
of Michigan School of Public Health, added courses 
in the medical school, plus “apprenticeship or in- 
ternship” training in one of the larger GM Medical 
Departments. Already, 15 plant Medical Directors 
around the U.S. have completed the program. 

General Motors is proud of its overseas Medical 
Departments. The one at Vauxhall, a British sub- 
sidiary of GM, operates what is considered the out- 
standing industrial rehabilitation unit in Europe. 

The medical philosophy of GM is well expressed by 
Dr. Burnell, who maintains that the old-style plant 
emergency doctor is at long last being replaced by 
the “industrial physician who figures in a new dimen- 
ion of preventive care.” 
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Activities of Mec 


KIEFFER DAVIS, M.D., 


Phillips Petroleum 


HE MEDICAL Mobile Unit of Phillips Petro- 

leum Company continued its tour* to plant 
installations not having full-time physicians. The 
Unit was staffed by Earle T. Norman, M.D., 
Examining Physician, and Don G. Beltz, X-ray 
and Laboratory Technician, who resigned in 
July, 1955 to enter dental school and was _ suc- 
ceeded by Walter E. Owen. The Technician, in 
addition to his technical duties, drives the Mobile 
Unit. The tour during the year began in Hous- 
ton, Texas, continued west with visits to the 
Company installations along the Texas coastal 
area to the west Texas-New Mexico area, thence 
north through western Kansas, Nebraska, Minne- 
sota, Wisconsin, Iowa, and back through central 
Kansas to the Cactus Chemical Plant north of 
Dumas, Texas. 

During the year 38,843 employees 
amined. The employees continued to show a sin- 
cere interest in receiving this interval physical 
examination. Approximately 85° of those sta- 
tioned at the visited installations reported. 

Of the 25 cases of skin disease observed in the 
Unit, it is worthy of note that only four were 
even suspected of being of industrial origin. 
Many mild and a few severe eye, ear, nose and 
throat conditions were seen, especially in the 
arid West where dust is ever present and the 
humidity frequently falls below 10°. There were 
238 employees with some degree of visual de- 
fect, nearly all of which could be corrected by 
glasses. Of these, 209 were new cases, i.e., de- 
veloping since previous examination. 

Conditions of the cardiovascular system prob- 
ably were causing the greatest concern among the 
employees. Cardiovascular disease was diagnosed 
in 163 employees, or a little over 4°. These con- 
sisted of 89 “new” cases, not recognized prior to 
the examination in the Mobile Unit, and 74 “old” 
cases, previously diagnosed. As shown in the 
tabular summary, these cases were put into four 
categories, high blood pressure and coronary dis- 
ease being numerically the most significant. 

A few employees were seen in the early stages 
of coronary thrombosis, the symptoms of which 
they attributed to “indigestion.” Prompt action 
by the Field Examiner and the central medical 
office resulted in immediate and proper care by 
the family physician, who was given all findings. 

Rediscovery of the ‘‘old” cases is as vital as 
uncovering the “new” ones. Many of these “old” 
cases had neglected to have proper follow-up be- 
cause they felt well, while actually the condition 


were exX- 


*See Medicine & Surgery, 25:2, 85-88 (February), 
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was insidiously progressing owing to lack of 
proper care. These “old” cases were again advised 
of their status and most resumed treatment un- 
der the guidance of their personal physicians. 

The electrocardiogram of great value 
aiding the diagnosis of heart disease. Six 
hundred electrocardiograms were made in the 
Mobile Unit in 1955. Fight percent of these were 
abnormal. These findings, along with the physi- 
cal findings, were made available to the personal 
physician in every case with the employee’s con- 
sent. Perhaps the most important aspect of the 
600 electrocardiograms the fact that they 
provide a base line (normal or abnormal) for 
future comparison by the Medical Department 
or the private physician. 

From the findings, it is apparent that obesity 
is still a problem among Phillips Petroleum peo- 
ple. It is generally recognized that this condition 
seems to be consistently rela'ed to degenerative 
particularly those of the heart and 
blood vessels. The Medical Department, through 
the Mobile Unit, has been consistently trying to 
educate the obese employees, encouraging them 
to bring their weight within more reasonable 
limits. From June, 1952, through December, 1955, 
13,982 employees were examined in the Unit. 
Of these, 1,316 (or 9% ) were 20 pounds or more 
overweight. These overwe'*ht employees were 
sent follow-up letters encouraging them to stay 
with weight reduction, and also requesting follow- 
up data as to their in reducing. One 
hundred and eighty-nine, or 14°, replied to the 
effect they had lost 10 or more pounds. There 
were undoubtedly many more who lost significant 
weight but did not trouble to send us the data. 

The following figures further point up the po- 
tential seriousness of obesity and justify the time 
and trouble involved in “keeping after’ the obese 
3,843 employees examined in 
305 Is 


20) pound 


weight. 


in 


is 


IS 


diseases, 


success 


employees. Of the 
the Unit in 1955, or 
over their maximum Of 
305 people, 71, or about 23°¢ had definite evidence 
of an associated potentially serious disease. Ex- 
pressed another way--21°. of the 305 obese em- 
ployees had definite evidence of incipient or full- 
blown cardiovascular disease, whereas only 2% of 
the 3,528 non-obese employees showed any evi- 
dence of similar health problems. 

A small number of chest diseases were noted, 
and in every instance of a definitely abnormal 
chest x-ray or a questionable one, a follow-up was 
conducted. This was done by serial letters and in 
a few instances by direct phone calls. In each in- 
stance the employee suspected of definite ab- 


were more 


normal these 
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normality was followed through by his personal 
physician, who completed whatever treatment or 
studies were indicated. Only one proved case of 
previously unrecognized tuberculosis was found 
by the Unit. Nevertheless, the ‘‘normal’” x-rays 
are of inestimable value for future comparisons. 
conditions, both emotional 
and organic, were encountered frequently, and 
probably account for the single cause 
of health problems. Diseases of the genitourinary 
system were noted in a comparatively small num- 
ber; and, finally, conditions of the nervous and 
musculoskeletal systems were encountered in a 
rather large numbcr. Medical and 
gestions were given. It was noted that most rec- 


Gastrointestinal 


greatest 


advice sug- 
ommendations made at the time of previous ex- 
aminations for correction of conditions causing 
health problems had been carried out. 

Perhaps the most cogent argument for the 
periodic health examination is the fact that 822 
“new” abnormalities were The ma- 
jority of these emp'oyees had been examined be- 
tween two and three vears previously. Fortunate- 


discovered. 


SUMMARY OF PHYSICAL FINDINGS 0! 


Condition New Old T 


Allergy 
Asthma 
Hay-fever 
Other 
Total 
Back { 
Blood Abnormality Anemia 4 
Cardiovascular 
High 


Valvular 


(Allergy ) 


blood pressure 71 4 11 
disease 5 
Coronary disease 


Other l 


Total Cardiovascular 


Cysts 
Pilonidal 
Other l 


Total (Cysts) 


Dermatitis 
] 1 4 


Industrial (suspected) 


Other 12 


Total (Dermatitis) 
Ears 


Structural defect 8 ( { 
Hearing defect 
Total (Fars) 14 

Eye 
Structural defect l 24 


Vision 209 9 


Total (Eyes) 

Gallbladder 14 

Gaatrointestinal 19 1] 

Genitourinary 
Kidney 
sladder 
Prostate 
Urine 
Other 4 , 


Total (Genitourinary 


Glandular 
Hernia 
( Non-job-connected ) 
Job Dissatisfaction (Overt) 1 0 l 
Joints 
Arthritis 


Non-inflammatory ement 1 14 18 


derang 


Total (Joints) If 


KE MPLOYE 





ly, most of the new findings were minor and 
amenable to correction before becoming serious. 

An impression was gained that the employees 
of the Company have a greater awareness of the 
need for preventive health measures than ever be- 
fore. This was evidenced by nearly all taking 
advantage of immunization and instructive health 
programs, and by a greatly increased number 
seeking guidance not only in the prevention and 
treatment of organic disease but the 
control of emotional problems involving them- 
selves and their families. The available educa- 
tional means of newspapers, magazines, and tele- 
vision, along with counseling by the family 
physician and Company physicians have im- 
pressed the employees that total health is more 
than just the absence of disease. They are ac- 
cepting the idea that health may be obtained not 
alone by safe and pleasant working conditions, 
but, equally as important, by having a pleasant 
home environment, a good, well-balanced diet, 
proper recreation, adequate rest, and by living 


also in 


sensibly. 





ES EXAMINED IN THE Mosi.e® MEpIcAL UNI‘ 
Liver ) } H 
Lung 1 l fi 
Metabo 
Thyroid functior 2 ( S 
Diabete ) 7 . 
Othe 0 4 4 
Total (Metabolic) ) 1X 0 
Vigr g 9 
Vv llaneou ) 9 18 
Vusculoskelcta ) 15 50 
Nerve Disorder 
Neurologic 1 ba 12 
Psychiatric 0 2 2 
Emotional disturbance 5 
Total (Nerve Disorders) 6 13 i9 
Nose ; 11 1 
Obesity 
With a ciated d ise i) 42 71 
Withou ease 87 147 234 
Total (Obesity) 116 189 305 
Rectal 
Hemorrhoid 2 15 47 
Fistula 5 | 6 
Othe 1 1 
Total (Rectal) ’ 17 4 
6 9 
- treatment started 1 0 1 
test (under obser 
false positive test) 2 0 2 
Total (Syphilis) 0 
Teeth d Gum 100 38 138 
Throat 1 9 13 
Tumor 
Skin . 21 Bo 
Mucous membrane 4 l 5 
Other 2 0 ro 
Total (Tumors) 14 2 ( 
Underweight 1 18 22 
Varicocele { 7 
Vascular 
Buerger's disease ) 2 2 
Arteriosclerosi 0 l 1 
Raynaud disease 1 0 1 
Varicositic 17 7 24 
Othe 1 5 6 
Total (Vascular) 19 15 4 
Grand Total 822 S62 1682 
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The P lysician, 


the Patient, and 


~ ° 
the Commu nity 


GRADIE R. ROWNTREE, M.D., Medical Director 


Fawcett-Dearing Printing Company, Louisville, Kentucky 


EHABILITATION is, in part, a community prob- 
R lem. The responsibility centers in the prac- 
ticing physicians of the community, while com- 
plete responsibility, medical evaluation, and 
contact with rehabilitation agencies resides 
in the immediate attending physician. 

Of fundamental importance is the need for 
broadening present concepts of rehabilitation to 
encompass the various chronic illnesses. In an 
article in Monthly Labor Review, June, 1952, it 
was stated that only 10°. of the disabilities of 
persons eligible for rehabilitation were caused by 
occupational, home, highway, or other accidents; 
only 2°, were due to congenital disabilities; while 
88°, were caused by disease. Physicians must 
concern themselves with the fact that rehabilita- 
tion is a part of the total care of the sick, be- 
cause it is the restoration of the patient as an in- 
dividual able to participate once more in the work 
of the community. More doctors should be aware 
that their responsibility does not stop with the 
healing of the body, but must be carried on until 
the patient has returned to maximum gainful em- 
ployment. Dr. John Fowler, President of the 
American Academy of General Practice, has 
said: “The opportunity for early contact with 
most crippling conditions is in the hands of the 
general physician, and therefore it is his respon- 
sibility to observe and recognize those conditions 
which lead to crippling.” 

Some doctors may realize that more should be 
done for their patients than medical care, but 
often they do not appreciate the value of pre- 
scribed activity beyond treatment. Others are in- 
terested in going into rehabilitation, but they 
do not know how to give the requisite advice and 
help after medical care is completed. These physi- 
cians should be stimulated and guided so that 
they may participate in the rehabilitation pro- 
gram, and, in turn, interest the patient in being 
rehabilitated. It is essential that the patient want 
to assist in his own rehabilitation, for without his 
cooperation the best medical and hospital facili- 
ties will not succeed in reaching the goal of his 
return to usefulness. No one is more aware of the 
New York 


From an Address at the National Health Forum, 
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extent of chronic illness in a community than the 
family doctor. Through his office pass the hun- 
dreds who live with the problem. Why, then, is re- 
habilitation in general not more advanced? 


YENERALLY speaking, there has been a lack of 
good refresher courses to inculcate the ‘re- 
habilitation concept” in the general practitioner 
specifically, to consider the patient as a whole; 
to consider what rehabilitation can do for his 
economic as well as physical potential. Another 
lack is that of knowledge of the rehabilitation 
services available to the physician and his pa- 
tients in his own community. Again, to quote 
from Dr. Fowler: “How can we assure interpro- 
fessional cooperation in the rehabilitation pro- 
gram? The mass of material on the subject is too 
voluminous and too confusing to be readily under- 
stood by the profession as a whole. It is not 
enough to send communications to state and local 
medical societies. All too often such communica- 
tions are casually received and more casually pre- 
sented (if presented at all) to the membership at 
large. A one-page informative letter covering al! 
essential factors. and pinpointing the final 
responsibility on the individual attending physi- 
cian should reach every practicing physician.” 

In this connection it may be of interest to know 
of a questionnaire survey that was made early 
in March in Louisville among the general prac- 
titioners. The results are interesting in that 
they bear out the points mentioned. For example, 
while the majority of those polled said they do use 
rehabilitation services, the kinds they use are sig- 
nificant. The greatest percentage employ physical 
therapy and speech therapy. However, they 
seemed not fully aware of the available local fa- 
cilities. The survey proved that many physi- 
cians do not realize that rehabilitation reaches 
out to include many factors; social histories, vo- 
cational counseling, psychological evaluations, 
and job placement, in addition to physical medi- 
cine. Physical medicine is still being confused 
with rehabilitation. 

The general practitioner, however, is not so 
much shirking his responsibility as he is grop- 
ing for aid in setting it in motion. 

In Kentucky, there is an active Rehabilitation 
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Center in Louisville, serving a population of half 
a million. The Center was incorporated in 1958, 
after much study of pre-existing individual group 
efforts in the field of rehabilitation—these includ- 
ed the Kentucky Society for Crippled Children, 
supported by Easter Sales; the Louisville and 
Kentucky Heart Association; the Junior League; 
the University of Louisville and School of Medi- 
cine; the United Mine Workers Welfare Fund, 
and private citizens. All cooperated in the estab- 
lishment of the Center. The City-County Board of 
Health provided the space for the Center, and in 
return indigent patients of the area are given 
treatment. In the past two years this Center has 
given ample evidence of its value to the com- 
munity it serves. 


ANOTHER group in the medical profession in our 
area has been quick to utilize these rehabilita- 
tion facilities. These are the industrial physicians. 
Rehabilitation of the worker is important in in- 
dustrial medicine. The objective, of course, is to 
reduce his disability and get him back on the job. 
Minor injuries, such as injuries to fingers, con- 
stitute the majority of permanent partial disabili- 
ties. The number of days lost for such disabili- 
ties is extremely large. These workers could be 
placed on other where the uninjured ex- 
tremities could be used. Sometimes a worker is 
classified as totally disabled for a specific job he 
has been performing, although he is not totally 
disabled so far as earning a living is concerned. 


jobs 


Proper rehabilitation with vocational training for 
another type of work can make such a worker 
self-supporting. 

Increasingly, industrial physicians, and em- 
ployers, too, are realizing the value of the em- 
ployment of the handicapped, both to the individu- 
al and to the community. This is especially true 
with the great increase in the number of the ag- 
ing. In 19483 a survey was made by the U.S. Civil 
Service Commission on the comparison of  per- 
formance records of able-bodied and handicapped 
workers doing the same work. This disclosed (1) 
that handicapped workers are as good as or better 
than able-bodied workers in both quality and 
quantity of work; (2) that they do not change 
jobs as frequently, either voluntarily or as a re- 
sult of changes initiated by management; 
that they have fewer lost-time accidents; and (4) 
that their records compare favorably with respect 
to absenteeism with those of able-bodied workers 


(3) 


in comparable positions. 

Constant emphasis on 
relations in the community 
the public will understand and support rehabili- 
tation facilities. Thus when a patient returns to 
his home he will have acceptance in his home, his 
job, and the community. 

In summary, all practicing physicians should 
think of rehabilitation as a necessity in the treat- 
ment of people. They should be the leaders in pro- 
rehabilitation programs in 


education and public 


is necessary so that 


moting cooperative 
their communities. 


The Real Payoff 


T WAS startling to me to hear Dr. Irvin 
Ford Motor Company) say in one of 
medical program of his company could 


of providing the types of 


the effective safety measures in his 


and illnesses that the handling of such 
part of the medical staff’s workload. 
and, in fact, a much larger payoff from 
connection with his company’s various 


oul 


no longer be 
company 
Dr. 


employee 


(Karle A. Director, 


informal 


Irvin, M.D., Medical 
that the 
justified on the 


industrial 


SeSSIONS 


only 


basis 


service related to industrial injuries and illnesses; that 


had so reduced occupational injuries 


cases is becoming a smaller and smaller 
Irvin pointed out that the real payoff 
the industrial medical function, was in 


welfare and benefits programs. 


The magnitude of current company welfare and benefit programs and the tremendous 
expenditures involved provided the Medical Department with unprecedented opportu- 


nities for achieving results in health education, in improved health services 


ployees, and in reducing direct and indirect dollar costs. What Dr. 


startling because it is so obvious vet 


exists in most of our companies, and it is 
advantage of it. 
From a Summary, by T. G. Forp, Director, G 
of the subjects discussed From the Viewpoint 


sO Ve nerally 
high 


eneral Industrial Relations, 


for em- 
Irvin said is 
overlooked. The same situation 


time we stopped to realize and take 
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Antibiotics 





in the Management of Cancer 


ORE THAN 30 clinical reports on the manage- 
M ment of neoplastic diseases with antibiotics 
have appeared in the current medical literature. 
Actinomycin, aureomycin, penicillin, puromycin, 
streptomycin and terramycin have been tested, 
and the limitations as well as the usefulness of 
the drugs are being charted. 

Aureomycin. Ayre! described the regression of 
anaplastic lesions of the cervix using aureomycin 
orally or topically by vaginal suppository. Klopp=* 
inhibited a bone sarcoma of the pelvis in a patient 
by a combination of aureomycin and nitrogen 
mustard, while Barberio and associates,” noted 
regression of adenoma of the rectum, ovary, pros- 
tate, etc., in 17 patients given this same combina- 
tion therapy. Maguire and McElhone!®--* reported 
encouraging results in 15 patients with car- 
cinoma of the rectum, kidney, lung, breast, etc., 
who received the antibiotic with ACTH and 
blood transfusions. Goldman'® and Rottino et 
al.,27 found aureomycin was without effect on the 
clinical course of Hodgkin’s disease. 

Penicillin. Several current reports deal with 
the clinical use of penicillin in patients with leu- 
kemia. Heinle?° employed this antibiotic in com- 
bination with transfusions and folic acid antago- 
nists to prolong the lives of children with acute 
leukemia, and Bichel'! combined penicillin, trans- 
fusions and pteroylglutamic acid to induce com- 
plete but temporary remissions in acute leukemia. 
Decourt ef al.,17 reported a fatal case of acute 
leukemia after a remission of three years and 
seven months, following penicillin and transfu- 
sions. Bierman et al.,!° reported children with 
lymphogenous leukemia survived 8.9 months 
longer than controls when administered this an- 
tibiotic and transfusions. Patients with acute 
myelogenous leukemia also experienced brief 
remissions under the same therapy.*!:?2 

Soda" noted promising results with penicillin 
in the treatment of cancer of the uterus. Bateman 
et al.,!* recorded two deaths from three patients 
with neoplasms given 12,000,000 units of penicil- 
lin. 

Streptomycin and Terramycin. Barnard has 
conducted extensive clinical trials with both of 
these antibiotics. In 1950 he published three re- 
ports®:+)° on temporary remissions in patients 
with acute leukemia and related neoplasms, who 
received these drugs; subsequently he released 
six more studies®*:5.9.19.11 on the use of these anti- 
biotics in combination with x-irradiation, B,». 
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concentrates, and NH,Cl therapy of patients with 
various neoplastic growths. Bichel'+ secured com- 
plete but temporary remissions in leuke- 
mia, following streptomycin, blood transfusions, 
and pteroylglutamic acid therapy. Terramycin 
yielded good results in the treatment of liver 
cirrhosis.!% Bateman ef al.,'* recorded fatal com- 
plications with intensive antibiotic therapy on 
cancer patients, for eight of nine patients treated 
with terramycin died with rapid azotemia and 
hypotension. 

Actinomycin and Actinomycin C. Bertrand- 
Fontaine eft al.,!* reported one notable remis- 
sion and two palliative results in 15 patients with 
Hodgkin’s disease given actinomycin. Ravina and 
Pestel?> also noted similar results. Actinomycin 
C, Sanamycin, caused improvement in patients 
with Hodgkin’s disease,?"° and lymphomas.** 

Puromycin. Wright, et al,°?"' reported 14 of 
51 patients with carcinoma of the mouth, lung, 
breast, prostate, etc. demonstrated slight evidence 
of regression after puromycin treatment, but 
there was no alteration in the progressive down- 
hill clinical course. 


acute 
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Detecting Pelvic Disease 


—SURVEY METHODS— 


MARY DEWIT 


PETE, M:D; FACS. 


Philadelphia 


T HAS BEEN suggested that you be given the 

opinions and suggestions of a gynecologist in 
relation to your specific problems. In industry 
your Medical Departments will vary considerably 
in locality, and in size, equipment, laboratory fa- 
cilities, personnel and, very importantly, budget. 

It seems that the policy in most industrial set- 
ups handle the emergency and the acute 
situation, but that requiring treat- 
ment or specialist consultation are referred to 
private physicians. There will be many, however, 
who do pre-employment or preplacement histories 
and physical examinations. In the course of these, 
where time and personal inclination permit, you 
are in a fine position to advance the cause of 
general health education as well as to give pre- 
ventive medical advice. Periodic re-examination 
of these employees would be an ideal health main- 
tenance project. One thing that has been accom- 
plished by the public education activities of the 
Heart Association, the Cancer Society and others 
is that many individual patients are beginning to 
think about keeping healthy as opposed to being 
treated for actual illness. The specialists in 
gynecology are certainly seeing an increasing 
number of women who want routine and regular 
periodic pelvic evaluations. 

Since the family doctor is a very busy man, 
treating patients with symptoms, it is often diffi- 
cult for him to give up the time to a thorough 
history and complete physical examination on a 
person without symptoms. Yet where preventive 
medicine is to be practiced, this is an essential 
part of the program. Where the industrial Medi- 
cal Department is set up for adequate general 
physical examination, which should ideally in- 
clude pelvic or rectal examination in women, and 
where basic laboratory studies can also be offered, 
this could be, and in many departments in this 
area already is, a most valuable preventive medi- 
cal contribution. There are many patients, how- 
ever, and many physicians still to be educated to 
this approach to public health. Public Health De- 
partments at national, state, and local levels are 
making some strides in this direction, particularly 
in the fields of pediatrics and in some areas in the 
care of the pre-natal patient. The contagious and 
infectious diseases are already planned for by 
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public agencies, but not enough is yet being done 
with the aging population and the degenerative 
diseases, notably cardiovascular-renal disease and 
malignancy. 


Problems Peculiar to Women 
N Y ASSIGNED topic is specifically “Gynecologic 
Disease,” which in my opinion includes dis- 
eases of the female breast. How can you, in your 
individual industrial situation, approach such a 
traditionally delicate problem as pelvic disease in 
women? What is particularly important to you 
in connection with the patient’s own health ex- 
pectancy and long term employability? In gen- 
eral, the age group of the woman seen will be 
somewhat helpful. 

In the late teens and in the twenties in general, 
there will be problems of dysmenorrhea, infec- 
tion, and the complications of pregnancy. In the 
35+ age group, the endocrine problems, benign 
tumors, and the increase in probability of the 
development of malignancy will become more 
important. The employee who continues to lose 
more menstrual blood every month than she can 
replace becomes progressively anemic, lacking in 
energy, and progressively inefficient. It is most 
unfortunate that the old wives’ tale that excessive 
monthly blood loss is normal at the menopause, is 
still causing countless cases of pelvic cancer to be 
diagnosed late in the course of the disease. Exces- 
sive bleeding in the forties may well be due to a 
benign cause, but it is never normal. Periodic 
routine blood counts on women over 35 often 
reveal anemia, but it is amazing to me how few 
physicians or patients try to tie up the anemia to 
the monthly blood loss. There are countless injec- 
tions of liver, iron, etc., being given without a 
thorough general medical examination, including 
a pelvic examination in the woman over 30. If a 
physician does not feel qualified, or if the circum- 
stances in his office set-up cannot allow him to 
perform a pelvic examination himself, it is man- 
datory in these cases of prolonged anemia to have 
this aspect checked by someone else. 


Value of a Detailed History 
NE THING that can be covered in any type of 
routine checkover, whether for pre-employ- 
ment or other reasons, is a careful and detailed 
menstrual history. If you will set up a form 
containing the detailed questions on the onset of 
menses, exact variations in the cycle, the amount 
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and duration of flow, presence or absence of in- 
termenstrual bleeding or discharge, you will 
automatically bring forth helpful information. 
Precise questions concerning the timing and dura- 
tion of menstrual pain, headache, nausea, etc., will 
often give a clue to the fact that dysmenorrhea 
is a real problem in certain individuals. If a 
young woman is merely asked if she has cramps 
she may say “no,” feeling that to acknowledge 
such difficulty may weigh against her employ- 
ment. If a definite outline is followed, the indus- 
trial nurse often is very successful in getting a 
good history of this type for you. You yourself 
may then amplify this information. Family his- 
tory of cancer, diabetes, hypertension, and other 
degenerative diseases is usually recorded, and it 
is easy enough to make the form for women a 
little longer and get precise gynecologic informa- 
tion. 


Complete Physical Examination 
GOR OBVIOUS reasons, Many pre-employment ex- 
aminations are limited to a fairly superficial 
evaluation. It would seem to me, however, that 
during this first contact with a prospective em- 
ployee, the attitude of the Medical Department 
concerning periodic check-ups should be stressed. 
The individual can be shown that the Medical De- 
partment is interested in keeping her healthy. 
Employees may be reassured by the fact that 
these are “screening” health examinations, and 
that needed treatment will be carried out by the 
patient’s own doctor or the consultant of her 
choice. Compulsion may defeat your purpose. 
There is always the attitude on the part of some 
individuals that it is an infringement of their 
personal rights to be compelled to go to the Medi- 
cal Department for any reason. Sympathetic han- 
dling and selling of the preventive aspects of the 
program by the industrial nurse and the physi- 
cian will often change this unfortunate attitude. 
Where a complete check-up examination is offered 
on a voluntary basis, and proper promotional 
literature is distributed, it is surprising how 
many people will avail themselves of what is 
truly an excellent opportunity. 


Pelvic and/or Rectal Examination 

F ONE is prepared to perform a gynecologic 

evaluation in the course of the general medi- 
-al examination, what equipment is needed, and 
what preparations must be made? An adequate 
table with heel supports or stirrups, a good source 
of light, and specula of varying sizes and lengths 
are essential prerequisites to a thorough pelvic 
evaluation. A nurse should always be available 
to chaperone the male physician and to help the 
patient in positioning and draping. The patient 
must remove constrictive clothing, and must 
empty her bladder prior to examination. It is 
most satisfactory but not always practical also 
to have an empty bowel. While talking to the pa- 
tient to ask her any questions which should be 
elaborated upon from the general history, ex- 
amination of the thyroid, breasts, and abdomen 
‘an be done. Bimanual pelvic or rectal examina- 
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tion is most easily done in the lithotomy posi- 
tion. 

If a cytologic smear is to be taken, the patient 
should have refrained from douching or other 
medication for at least 24 hours prior to the tak- 
ing of the smear. Where the cytologic smear is 
being used as a mass screening technique, col- 
lection of material from the vaginal pool only 
may be made with a glass cannula and aspirating 
bulb. This technique is simple and can be done 
by a nurse or a technician who has been trained 
in the process. This permits virginal patients to 
have the benefit of such an examination without 
the use of a speculum. If a speculum is used, no 
lubricant should be applied, as this will affect the 
cytology. Once the smear has been taken it is ex- 
ceedingly important to clean the secretions from 
the cervix in order to inspect it adequately under 
a good light. This is followed by the bimanual ab- 
domino-vaginal examination and a bimanual ab- 
domino-rectal examination. The rectal examina- 
tion is essential, and in patients with adnexal 
pathology may reveal more than the vaginal ex- 
amination. 


Dysmenorrhea 

HE VALUE of rectal examination is stressed be- 

cause in the younger age group one must re- 
member that there are a number of anatomical 
and pathological causes of dysmenorrhea which 
must be differentiated from the more usual 
primary or essential variety. When you find a 
young woman employee who has repeated ab- 
sences in a cyclic pattern and who is apparently 
not relieved by rest, heat, and analgesics, further 
investigation is needed in order to restore her to 
full effectiveness. A pelvic appendix, an ovarian 
cyst, pelvic inflammatory disease, pelvic endo- 
metriosis, or even congenital anomalies are 
among the things which must be eliminated. 
Much can be done to make these girls more com- 
fortable, and to remove some of the fear of each 
coming monthly period. It might even be prac- 
tical to initiate an exercise group if large num- 
bers of young women make this a problem. Dr. 
Leib Golub has started this in the Public School 
System in Philadelphia with considerable suc- 


cess. 


The Age Group of 35 Plus 
REAST cancer is the most common malignancy 
in women. In the year 1954, the leading causes 
of death per 100,000 estimated population in the 
City of Philadelphia were: 
439.0 


Diseases of the heart 9,443 


Malignant neoplasms 8,993 185.6 
Vascular lesions of the 
central nervous system 2,170 100.9 


Deaths due to Malignancy (Gynecologic) 


3reast and G.U. organs 1,093 50.8 
Breast 352 16.4 
Cervix uteri 122 5.7 
Uterus 102 4.7 
Ovary, Fallopian tubes, 

and broad ligament 84 
Unspecified female G.U. 11 





incidence of breast 
age group, we are find- 


Although the maximal 
cancer is in the 40 to 504 
ing more and more cases under 35 than is gener- 
ally realized. In a recent report of the Philadel- 
phia County Medical Society Committee for the 
Study of Breast Cancer, 94.5° of 769 cases had 
found their lump themselves before the physi- 
cian saw them. This points up the helpfulness of 
breast self-examination on the part of the pa- 
tient. 

As time the importance of 
diagnosis in all forms of malignancy is becoming 
unquestionable. Examination of the breasts can 
certainly be included in any examination which 
is to involve heart and lungs, even if a com- 
plete gynecologic examination has to be de- 
ferred. Any single mass which is firm and fixed 
to underlying tissues or skin must alert your 
suspicions. Dimpling of the skin, distortion or 
inversion of the nipple, are additional evidences 
of a serious lesion. Single masses which persist 
throughout the menstrual cycle should in gen- 
eral be biopsied and certainly in women who are 
The fibrocystic disease so 


early 


roes on, 


over 40 years of age. 
commonly seen in the younger age group will vary 
in intensity during the time of the cycle as to the 
number, the location, and sensitivity of the 
masses. These do not worry us, but in older wom- 
en these may mask the presence of true malig- 
nancy. 

The next most common malignancy in women 
is uterine cancer, including the cervix and en- 


dometrium. A history of irregular, excessive or 


postmenopausal bleeding should alert one to this 
important probability. This brings us to the most 
helpful screening test available to date, namely 


the cytologic smear, many times referred to 
under the name of its originator, Dr. George 
Papanicolau. There is now almost no community 
of any size where this cannot be done. More and 
more hospitals are making this available through 
the diagnostic facilities of their pathology labora- 
tories. There is progressive interest in Philadel- 
phia and its surrounding counties in the test. I 
can mention one industrial set-up, the Curtis Pub- 
lishing Company, which is offering this service to 
any woman employee who volunteers to come to 
the Medical Department for general physical ex- 
amination. It is assumed, and this is an important 
psychologic point, that when a woman has a 
periodic examination she will have a pelvic and 
rectal examination as part of it. There may be 
other industrial Medical Departments which are 
providing this service for their employees, but 
no others have yet come to my attention. I hap- 
pen to know about the Curtis Publishing Com- 
pany arrangement because the laboratory of 
the Woman’s Medical College Hospital is han- 
dling their tests. During the first year this service 
was offered to employees, 325 such tests were 
done from the vaginal and cervical secretions; 
two positives for malignancy were found, and 
five atypical reports were made. One of the posi- 
tive reports led to the operation of one patient in 
another hospital, said to be in an early stage of 
malignancy. The patient whom I had the oppor- 


tunity to observe had a cervix with Nabothian 
cysts. Without the cytologic smear I think it 
would have been impossible to suspect this lesion 
of being early cancer of the cervix. Biopsy taken 
from the area in one of four sections showed true 
invasive squamous cell carcinoma deep in the 
stroma. There is no question about the histologic 
diagnosis. She was given pelvic irradiation fol- 
lowed by a radical panhysterectomy with removal 
of a wide vaginal cuff and the regional lymph 
nodes. None of the removed tissue has shown 
residual cancer. We will hope therefore that she 
is one of the lucky ones. She happens to be a 25- 
year employee, aged 43, with a number of years 
of usefulness ahead of her. 

To date, although the number of cases at the 
Curtis Publishing Company is not large, the 
statistics are going along with the study done by 
the U. S. Public Health Service in Memphis and 
Shelby County, Tennessee. This mass screening 
project was set up in 1951, after a year for ac- 
cumulation of statistical data in that area and 
for the setting up of the laboratory facilities and 
the training of technical personnel. It was 
planned that the study be continued for a three- 
year period, or until all the women participating 
have had the opportunity to have three successive 
examinations at yearly intervals. One of the 
objectives of the study is to determine age, spe- 
cific incidence and prevalence rates for carcinoma 
in situ and for pre-symptomatic carcinoma of the 
cervix. Because carcinoma in situ of the cervix 
is frequently present in younger women, all 
females aged 20 years and over have been offered 
the opportunity for cytologic examination. Vagi- 
nal pool specimens were used because the per- 
sonnel taking the tests were not physicians. The 
cytology laboratory is equipped and staffed by 
the National Cancer Institute of the U. S. Public 
Health Service and the Medical School of the 
University of Tennessee. The Memphis and 
Shelby County Medical Society, the Bluff City 
Medical Society, the Departments of Pathology 
and of Obstetrics and Gynecology of the Uni- 
versity of Tennessee Medical School, the Memphis 
and Shelby County Health Department, the local 
division of the American Cancer Society, and 
the Field Investigations and Demonstrations 
Branch of the National Cancer Institute have 
all collaborated in this study. All treatment was 
then given by private physicians or by the free 
gynecology clinic at the Hospital of the Medical 
School. 

At the end of the first two years, certain data 
began to emerge. Ninety thousand of the 200,000 
female population had been examined once, and 
another 25,000 the second time. Of each 1000 
women examined by the cytologic smear only, 
982 could be told that no malignant cells were 
found. Since a complete pelvic examination was 
not done, the presence of benign tumors was, of 
course, not recorded. Of the 18 in each 1000 wom- 
en who could not be assured that all was well, 15 
consented to have biopsies performed. These 
biopsies showed four invasive cancers and four 
intraepithelial cancers, or carcinoma in situ. Of 
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the remaining seven, two had lesions which were 
not cancerous but were sufficiently important to 
deserve further treatment and follow-up. The 
remaining five biopsies were essentially negative. 

The importance of repeat examinations in the 
same individual was emphasized to see how many 
of the 982 per 1000 who had been given a clean 
bill of health the first year had any cancer that 
was missed. In the 25,000 studied a second time, 
less than two per 1000 had early cancer. The in- 
vestigators felt that the number of false nega- 
tives is so small and the likelihood of their being 
missed in the second examination is so slight, 
that the chance is that the disease is still in an 
early and curable stage. Further reports from 
this group will be forthcoming. These data are 
based on a report published in August, 1955. It 
will be most interesting to see how the three-year 
figures will evolve. 


Technique of Taking Cytologic Smears 
[7 SHOULD be emphasized at this point that the 
taking of a cytologic smear is not in the least 
difficult. There are a few precautions to be main- 
tained. The fixative of ether and 95°. alcohol is 
kept in a tightly-sealed Coplin jar which will 
hold six slides. The glass slides should be clean 
and should be clearly marked. The use of a dia- 
mond pencil or an ordinary lead pencil on paper 
clipped to the slide makes an adequate identifica- 
tion of each slide. Ink and indelible pencil will 
run in the fixative. It is important to have the 
slides marked, the jar open, and to have every- 
thing ready to go before you take the smear. 
Drying will affect the cells so that they cannot 
be read accurately. A dry speculum is inserted in 
the vagina, the material aspirated and smeared 
on the slide without delay. The slide can then 
be promptly immersed and fixed. Once the slide 
is in the jar in fixative, it can stay there for sev- 
eral weeks without harm. Where a cervical lesion 
is suspected, it is the practice to take a tongue 
depressor or other firm object and actually scrape 
cells from the surface of the cervix to put on 
the slide. Where the vaginal pool only is to be 
used, a glass cannula with a rubber bulb is used 
to aspirate the vaginal pool. This will contain 
surface cells, also endocervical and endometrial 
cells. The last will assume, of course, that the 
cervix is open and that drainage is coming from 
the endometrial cavity. If a fine cannula is used, 
it is possible to aspirate cells from the endocervix 
or even the endometrial cavity itself. 


Result of Smears 

N CARCINOMA of the cervix one can be reasonably 

certain that one has got the important cells 
on the slide. In endometrial cancer, if the test is 
positive it is important; if negative, it does not 
rule out carcinoma, particularly in the postmeno- 
pausal individual. One must remember that either 
a tumor growth or the normal aging process will 
often cause stenosis of the cervix. Therefore the 
cells are not always present from above at the 
time you are taking the specimen. If carcinoma 
of the endometrium is suspected, diagnostic curet- 
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tage is the only satisfactory method of ruling 
out endometrial carcinoma. If one has taken 
one’s specimens correctly and is relatively sure 
of the laboratory, one can depend on the results 
in about 98° or better. Since the criterion of a 
valid screening test in any kind of early localized 
cancer is that the test must be positive in 90% 
or over, and that there should be only 5°. of 
false positives, one can see that the cytologic test 
is much more helpful than any other we have had 
heretofore. Unfortunately, we have as yet no test 
on serum or other body secretions which gives 
us nearly that percent of accuracy. The so-called 
Penn test, the chloral test, and the C-reactive pro- 
tein antiserum test were used in the early set-up 
of the Memphis project. Because all three of 
these tests are non-specific and many chronic ill- 
nesses will give false positives, they have not 
come up to the 90% criterion set for cancer 
screening and therefore have not been general- 
ly accepted as valid in case finding. 

One must state categorically that the cytologic 
smear does not in any way replace a good bi- 
manual abdomino-vaginal and abdomino-rectal 
examination, a good inspection of the cervix with 
adequate lighting, or adequate biopsy and diag- 
nostic curettage. Carcinoma of the ovary and 
vulva, as instances, can only be diagnosed by 
actual examination. The presence of any per- 
sistent ovarian mass or of any ulcerated nodule 
on the vulva calls for prompt and thorough in- 
vestigation by exploratory laparotomy or local 
biopsy as indicated. The cytologic smear merely 
gives us another weapon, particularly for use in 
screening. We are accumulating a respectable 
series of patients with early cancer whom not 
even the most experienced observer could have 
spotted without being alerted by the routine use 
of the cytologic smear. 


Public Education 

HERE is much excellent educational literature 

on this point which may be obtained by con- 
tacting your local branch of the American Can- 
cer Society. In this area, over 300 industrial 
groups have shown great interest in the films 
which are available from the Philadelphia Divi- 
sion of the American Cancer Society. Periodic 
general physical examination and its benefits for 
men and women are stressed. There is a very 
fine film on the subject of breast self-examination 
and the value of early diagnosis of all breast 
masses. The Cancer Society will send the film, 
a projector with a man to run it, and in special 
instances, on request, a physician to make com- 
ments and answer questions. There is a complete 
list of films which can be obtained from your 
local branch, including the time of running each 
film. It is recognized that if the presentation is 
too long, employees will not take part of their 
valuable lunch period to attend. On the other 
hand, a 10- or 15-minute presentation will stimu- 
late interest in, and often bring forth more vol- 
unteers for, the periodic examination program of 
the Medical Department. 

In preparing for this talk I have been inter- 
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ested to find out what is being done in the Health 
Centers established by the unions in this city. 
There are three large centers actively at work in 
this area, the International Ladies’ Garment 
Workers Union Health Center, the Sydney Hill- 
man Center of the C.1.0., and the most 
large center at St. Lukes and Childrens Medical 
Center of the American Federation of Labor. At 
all three of these Health Centers the emphasis is 
placed on periodic health examination in order to 
diagnose incipient difficulty and see to the eradi- 
cation of preventable illness. In these set-ups 
there are of course specialists of all sorts avail- 
able every day. All dues-paying members of the 
union owning the Center are given a basic medi- 
cal examination with blood count, urinalysis and 
chest x-ray, and cardiograms on patients who are 
10 years of age or over. These are given yearly 
as a routine, and the individual, once registered 
with the Center, is sent reminder cards. Where 
circumstances indicate, the individual is ex- 
amined every six months or oftener. In the case 
of women, the general medical examination in- 
cludes the evaluation of thyroid, breasts, and a 
pelvic or rectal examination as indicated. Cyto- 
logic smears are routinely taken at the discretion 
of the gynecologist seeing the patient. Other x-ray 
studies, etc., are easily obtainable on request. 

As is well known, the establishment of such 
centers is a rather controversial subject. It is 


recent 


important, however, in the evolution of our pro- 
vision for medical care in this country, where 
the costs are rapidly mounting in every category, 
to see how these Centers work. As thinking peo- 
ple and interested members of the community, 
anything that any one of us can do to stimulate 


public and physician interest in health main- 
tenance and preventive medicine can be saving of 
countless hours of disability, absenteeism, and, 
at times, even of life itself. With all the research 
effort that is going on, it would seem that the 
next few years should bring us increased knowl- 
edge in the preventive aspects of degenerative 
disease. It is obviously useless to prolong life 
unless such life can be happy and productive for 
the individual. One thing that seems to have been 
proved is that where facilities for good, care- 
ful medical evaluation are offered, the public is 
eager and willing to take advantage of them. In- 
dustrial physicians particularly have the poten- 
tially greatest individual opportunity for pre- 
ventive medical and teaching in the 
America of today. 
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Blood Pressure in the Aorta 


THE University of 


Ape 


central pressure pulse (blood 


pressure 


Utah Medical School investigators are attempting to relate 


measured in or near the heart) to 


certain types of heart disease. The central pressure pulse is measured directly within 


the aorta as it 
the pressure measured near the skin 


yet been distorted by the elastic blood 


Warner recently reported that the 


data for diagnosis of abnormal heart 
otherwise available. The investigators 
pressure pulse from 52 norma! 


advanced through arteries to the arch of the 


rises from the heart carrying oxygenated blood. It is 
called the peripheral pulse 
vessels. 
central pressure pulse 
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Modern Trends in 


Amputations 


FRANKLIN E. WALTON, M.D., F.A.C.S 


Washington University School of Medicine and Allied Hospitals, St. Louis 


HERE is a rapidly increasing number of vio- 

lently wounded people resulting from the haz- 
ards of transportation and from mechanized in- 
dustry. This is primarily the product of the great 
activity of the increased population. As suggested 
by Altemeier! the phrase “Wounds of Violence” 
is used advisably rather than “traumatic 
wounds.” The latter is redundant—trauma per se 
is the chief method in the production of wounds. 

The first obligation in treating wounded in- 
dividuals is to save life. This is done by arresting 
hemorrhage, by assuring adequate respiratory 
exchange, by correcting surgical shock, and by 
the prevention or control of infections developing 
in the wound or in any distant area of the body. 
The second obligation is to the injured 
part and, if possible, restore its normal function 
and appearance. It is this second obligation that I 
propose to develop. 

It is axiomatic that the greatest single factor 
in the past 25 years accounting for the reduction 
of mortality and morbidity in amputations as the 
result of trauma is the development and applica- 
tion of an adequate residency training program! 
This statement is borne out in our everyday ex- 


save 


periences. 

We are at once compelled to remember that we 
are not treating a wound but a patient with a 
wound. A complete but rapid examination is car- 
ried out on all patients, and their general surgical 
condition is corrected to permit toleration of 
definitive surgery upon an injured extremity. A 
knowledge of the existence of multiple injuries is 
of extreme importance in the utilization of multi- 
ple teams and the subsequent management of 
traumatic injuries. For example, a patient with 
a crushed chest presenting a sucking wound 
should obviously have this treated primarily and 
the burn of the extremity along with the com- 
pound fracture temporized with by a second team 
and corrected when conditions permit such an 
adjustment. 

Antibiotic therapy has had a profound effect 
upon the practice of surgery, but the trend 
toward extending antibiotic prophylaxis indis- 
criminately creates serious problems. The prophy- 
lactic use of antibacterial agents for the preven- 
tion or suppression of infection developing in 
contaminated wounds must be carefully consid- 
ered. Their chief value lies in the attenuation and 
the limitation or control of infection by residual 
bacteria in wounds after debridement. The prod- 
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ucts of infection usually result from inadequate 
removal of devitalized tissue, or from retained 
foreign bodies, or from the development of post- 
operative necrosis as the result of pressure 
either from strangulation of large bites of tis- 
sue by massive sutures, the application of con- 
stricting dressings, or the impaired circulation 
due to delayed thrombosis or the too tight closure 
of wounds. 

Tetanus prophylaxis must be given to all per- 
sons. There is adequate clinical evidence that a 
booster dosage of toxoid is adequate to activate 
immunity in those who received their basic series 
of tetanus toxoid as long as 10 years previously. 
Fifteen hundred units of tetanus antitoxin should 
be given to those who have not previously re- 
ceived toxoid immunization provided they are 
seen within the first 24 hours after injury. After 
24 hours the dosage should be increased to 3,000 
units, and doubled each day thereafter up to a 
total of 12,000 units. 

Howard and Inui,” in their recorded observa- 
tions of the incidence of gas gangrene in the 
Korean conflict, confirmed a clinical opinion that 
had developed in the management of patients in 
civilian life for the past 20 vears. In 4,900 casu- 
alties from 1952 to 1953 there were but four 
cases that developed Clostridial myositis, and 
none of these was fatal. It was believed that in 
these wounds adequate debridement had not been 
achieved. In short we do not give combined teta- 
nus and gas gangrene antitoxin for prophylaxis 
of gas gangrene because it is felt to be of no 
practical value and only provides a false sense 
of security and protection. 

Studies from the Korean front indicated that 
the casualties receiving the procaine type of 
penicillin intermuscularly during shock were un- 
able to reach adequate antibiotic levels at the site 
of injury. Consequently sodium or potassium 
penicillin G should be given intravenously in 
such cases, with the knowledge that once this 
drug reaches the circulating blood it remains 
there in high concentration. 

There remains no adequate substitute for a 
painstaking debridement, as shown 30 years ago 
by Mont Reid. 

Altemeier and his co-workers* showed 
chloromycetin and aureomycin both 
marked antibacterial activity in vitro for highly 
virulent strains of Clostridium Welchi, but the 
antibacterial effect of aureomycin was much 
greater than that of chloromycetin. 

Leland McKittrick* in 1949 popularized a valu- 
able step in the development of proper indications 


that 


possessed 
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and a technique for performing transmetatarsal 
amputations in cases with peripheral arterial de- 
ficiency, with resultant improvement in mortality 
and morbidity. My only for mentioning 
this type of amputation is to bring out the fact 
that such a transmetatarsal amputation will give 
an individual an adequate weight-bearing and 
painless extremity, as has been well demonstrated 
over the past several years. Of recent note 
the feeling that a closed lower-leg amputation 
can be carried out even in- 
sufficiency with satisfactory results. The series of 
“below-knee” amputations is relatively small, but 
the degree of rehabilitation to be better 
than the general experience with mid-thigh am- 
putations. When one considers the failures in the 
“below-knee”’ type of amputation it is rather self- 
evident that this procedure can always be re- 
vised and a classical mid-thigh amputation car- 
ried out.” Injuries to the large blood vessels com- 
amputations are not 


reason 


is 


in cases of arterial 


seems 


plicating lower extremity 
common because such vessels lie in sheltered posi- 
tions. There is, however, a high incidence of com- 
plications which can be avoided. For example, the 
arterial to direct injury to the 
femoral artery can only be relieved by the re- 
moval of the source of irritation. This treatment, 
therefore, is based on direct surgical exposure of 
the artery in search of the offending agent. This 
spasm not mediated through the autonomic 
nervous system but is a function of a constrict- 
ing mechanism. The problem of amputation in 
the leg and the presence of gangrene is one that 
has occupied the thoughts of surgeons since the 
beginning of clinical surgery but has been under- 
going a considerable transition in the past 20 
years. Certainly there has been a trend towards 


vasospasm due 


is 


paper. There are certainly indications for each. 

The old adage that should conserve 
much of the fingers and the hand as possible fol- 
lowing trauma still holds good. However, the in- 
troduction of the idea that in the amputation of 
the index finger the additional amputation of the 
second metacarpal bone results in each instance 
in the restoration of an almost normal function 
in the injured hand is a relatively new sugges- 
tion. Patients falling into two groups—those with 
index finger amputations proximal to the proxi- 
mal interphalangeal joint, and patients with 
index fingers so badly damaged that any recon- 
structive surgery would hold little promise of 
restoring a fairly normally functioning digit with 
“work days ahead’’—-should be handled by addi- 
tional second metacarpal amputation.’ When sur- 
gery is performed on terminal extremities, racket 
incisions should be used in each instance. 

In conclusion, one must emphasize: 

1. Use of tetanus and antitoxin 
proper instances. 

2. Careful debridement 


one as 


boosters in 
of the devitalized tis- 
sues. 

3. Adequate coverage with appropriate anti- 
biotics. 

1. Particular attention to vascular problems. 

5. Consideration of metatarsal and “below- 
knee” amputations. 

6. Conservation of finger and hand tissues ex- 
cept when function is lost. 

7. Early use of shrinkers, pylons, and artificial 
limb manufacturers. 

8. Early triage between patients and rehabili- 
tation. 
(600 South Kingshighway.) 
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amputation are classic, and the addition of anti- Guide for Operation and Level of Amputation.” Arch. Surg., 
biotics to our armamentarium makes closed wound sed peal ae Sen ee eS aT ae 
techniques with primary union possible. I have fans Xinwan: “Gureery “OF ‘Diabetion “As 10 Gauserhe 
purposely omitted freezing techniques, and the Gangrene of the Lower Extremities and Carbuncles.”” Surg., 
. m . . 4 on oa + alles ‘ . . Cryne & Obst., 51:700 (November) 1930. 
us¢ or misus¢ of tourniquet: at the time of the S. MAHONEY, JAMES H., PHALEN, G. S., FRACKELTON, W. H. 
operation, because of the short length of this Amputation of the Index Ray.” Surgery, 21:6, 911 (June) 1947. 
“oll | 
Collector's Item 
§ eoerdn a motto hanging on the wall of one of Secretary of Defense Wilson’s 
conference rooms that has a topical appeal this week. The motto is imprinted on 
the cover of the U.S. Air Services Magazine for August, 1954. It says: “The com- 
pulsive itch to make big headlines is the occupational disease of little men.” The 
author’s name, in big type, is immediately beneath the motto: “Harold E. Stassen.” 
The magazine cover has become a collector’s item overnight. 
Epwin A. LAHEY, Washington Bureau Chief, in Chicago Daily News, July 31, 1956. 
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Guiding Principles of 


Medical Examinations in Industry 


HESE guiding principles have been approved 
for publication by the Council on Industrial 
Health. The material is a revision of the Council's 
previous publication entitled “Medical Service in 
Industry—Industrial Health Examinations.” 
The Committee that prepared this report con- 
sisted of: 
CLARENCE  D. 
Huron, Michigan. 
LEONARD S. ARLING, M.D., Minneapolis. 
JAMES P. BAKER, M.D., White Sulphur Springs. 
West Virginia. 
E. S. JONES, M.D., Hammond, Indiana. 
FRANK PRINCI, M.D., Cincinnati. 
NORBERT J. ROBERTS, M.D., New York. 
GRADIE R. ROWNTREE, M.D., Louisville. 
~B. DIXON HOLLAND, M.D., Secretary, 
Council on Industrial Health, 
American Medical Association. 


SELBY, M.D., Chairman, Port 


HE PURPOSE of a health service in industry is 

to provide a program of positive health main- 
tenance for the employees. An important element 
of such a program is the supervision of the health 
status of the individual through examination, 
counseling, and assistance in proper job place- 
ment. Medical examinations of employees are de- 
signed to permit assignment of work compatible 
with the physical and mental fitness of individuals 
and to help them maintain their health. 

Proper placement of workers with due regard 
for the variations in physical demands required 
by different jobs, and for the safety and health 
limitations involved in disabilities, can result in 
improved job performance, less absenteeism, de- 
creased likelihood of injury, less hazard to the 
health and safety of others, lessened chance of ag- 
gravation of disorders and, doubtless, a longer 
productive life span. Examination for and as- 
sistance in job placement are, therefore, practical, 
individualized applications of the principles of 
preventive medicine. 

The objectives of industrial medical examina- 
tions are as follows: 

(1) to measure the medical fitness of individu- 
als to perform their duties without hazard to 
themselves or others, 

(2) to assist individuals in the maintenance or 
improvement of their health, 

(3) to detect the effects of harmful working 
conditions and advise corrective measures, and 
form will 


Single copy reprints of this article in pamphlet 


be furnished without charge by the Council on Industrial Health, 
North Dearborn Street, Chi- 


American Medical Association, 535 


cago 10. 


September, 1956 


(4) to establish a record of the condition of the 
individual at the time of each examination. 

Medical examination programs, properly con- 
ducted, provide maximum benefits to employees, 
employers, and the community. The emphasis 
should be on the placement of individuals accord- 
ing to their abilities and not simply selection of 
the physically perfect and rejection of all others. 
Unjust or questionable exclusion from work, 
through improper application of the findings upon 
examination, is against the public welfare and 
contrary to sound industrial health principles. 


Functions of Physicians and Assisting Personnel 
MAINTENANCE of the physician-patient relation- 
ship with fairness to both employee and em- 
ployer is essential to the success of any industrial 
health program. Both should feel that their 
interests are represented with integrity. 

The examination should be conducted by the 
physician himself. It may be facilitated if a 
nurse or other adequately trained person can 
develop basic data from the examinee, such as 
height, weight, and age. Custom requires that a 
nurse or other female attendant be present when 
women are being examined. 

It is the duty of the physician to interpret 
medical findings and to make decisions regarding 
their work significance. Health counseling re- 
quires special training and should be _ per- 
formed by the physician or under his supervision. 

It is fundamental that the physician must have 
first-hand knowledge from personal observation 
of the various jobs within his industry. Informa- 
tion showing physical demands, working condi- 
tions, and accident and health hazards of each 
job classification facilitates selective placement. 


Scope of the Examination 

T IS ESSENTIAL that each examination be thor- 

ough and suitable for its purpose. What may be 
adequate in one case may be quite insufficient in 
another. Many factors influence such decisions. 
For example, the physical demands on an iron- 
worker engaged in construction of a skyscraper 
are quite different from those of the sedentary 
typist. 

It might be economically unsound for an es- 
sentially non-hazardous industry to include, 
routinely, extensive laboratory and x-ray tests of 
all applicants. On the other hand, a brief and 
superficial examination can be false economy and 
misleading to employer and employee alike. 

The nature of the industry, its inherent haz- 
ards, the variation in jobs, and physical demands 
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and health exposures are determinants. The 
values of different examination procedures and 
their cost in time and dollars must be assayed. 
The physician, after carefully studying the prob- 
lems involved, should advise management con- 
cerning the scope of the examination to be made. 

The best type of examination program is one 
that emphasizes flexibility according to need, 
rather than one that and invariable 
routine. A flexible plan provides for a basic mini- 
mum examination but recognizes the differences 
between individuals, age groups, and jobs. This 
permits the examining physician to devote less 
time and procedure to the evidently healthy young 
nonhazardous The older 
more hazardous job re- 


has a set 


individual in a job. 
worker engaged in a 
ceives more searching attention, with clinical im- 
pressions gained from the history and examina- 
tion being supplemented by appropriate labora- 
tory tests. Frequency of examination should vary 
with age, sex, occupation, and individual findings. 

Opinions vary considerably as to what consti- 
tutes a minimum examination. The following 
minimum has been suggested: history, age, 
height and weight, and general appearance; skin, 
eyes, ears, nose, teeth and mouth, chest (lungs 
and heart), lymph nodes, peripheral blood vessels, 
including hernia, anus, genitalia, and 

extremities; blood pressure, pulse, 
urinalysis; and visual and 
temperament, and 
manifestations 


abdomen 
spine and 
and temperature; 
hearing acuity. Personality, 
significant nervous or mental 


should be noted. 


In those cases in which an assistant takes the 
history, the physician should review it and elabo- 


further. Most physicians 
taken personal health and 
value, as it may 


rate the history still 
feel that a carefully 
occupation history is of great 
suggest additional examination or warrant extra 
attention. 

The trend in examinations is to make them 
more thorough, including chest x-ray, laboratory 
studies, electrocardiograms, special attention to 
the common sites of cancer, as well as mental or 
emotional states. 

The employee should be examined in privacy 
and should be disrobed. The extent of the ex- 
amination of female genitalia is a moot point, de- 
pending upon whether the examination is for em- 
ployment purposes only or is part of a regular 
health maintenance plan, upon the age of the 
workers, and upon other factors. The higher inci- 
dence of abnormal findings has brought about the 
more general inclusion of laboratory tests in ex- 
amination of persons over 45 years of age. 

Because of the importance of vision with re- 
spect to job efficiency and safety, it is advisable 
to perform rather detailed vision examinations 
measuring visual acuity for near and distance, 
visual fields, color discrimination, and depth per- 
ception. Instruments for making these tests are 
in general use. Detailed tests and records of the 
worker’s hearing acuity before employment and 
periodically thereafter are often of value, particu- 
larly exposure to excessive 


noise. 


where there is an 


Laboratory tests are indispensable where there 
is an exposure to toxic substances. Chest x-rays 
before employment and periodically thereafter 
may be indicated for workers engaged in dusty 
trades, particularly the mineral dusts. 


Types of Examinations 

“HE VARIOUS kinds of examinations 

classified as original, periodic, and special. 

Original Examinations—Original examinations 
(also often called preemployment or preplacement 
examinations) are made for the express purpose 
of determining and recording the physical condi- 
tion of the prospective worker and assignment to 
a suitable job in which his disabilities, if any, 
will not affect his personal efficiency, safety, and 
health nor the safety of others. The applicant (or 
his personal physician, on the applicant’s ap- 
proval) is advised of conditions needing attention. 
Periodic examinations 


may be 


Periodic Examinations 
of employees may be on a voluntary or required 
basis 

If voluntary, it is usually customary to make 
the examination on or near the birthday of each 
individual. This usually results in a reasonable 
spread of examinations over the calendar year 
and eliminates peak loads. If the operations in- 
volved are relatively nonhazardous, intervals be- 
tween examinations can be as much as two or 
three years at the discretion of the physician. 
However, it is desirable that persons past 45 
years of age be examined annually inasmuch as 
degenerative disorders become increasingly mani- 
fest around this period. 

A mandatory basis of periodic examination 
is usually applied to workers who are exposed 
to processes or materials that are definite health 
hazards or whose work involves responsibility for 
the safety of others. Substances like lead or car- 
bon tetrachloride, capable of causing occupation- 
al disease, are usually subjected to process con- 
trols to keep the workers reasonably safe from 
poisoning; however, caution dictates the advisa- 
bility of periodic medical examination to be cer- 
tain that the engineering controls are effective. 
This also enables early detection of the hypersus- 
ceptible individual and the worker whose per- 
sonal unsafe practices defeat the control meas- 
ures. 

Frequency of the examination will vary in ac- 
cordance with the quality of the engineering con- 
trol, the severity of the exposure, and the in- 
dividual findings on each examination. Thus, 
some exposures might justify examinations or 
laboratory tests of the workers on a monthly or 
quarterly basis, while in other cases annually or 
biennially may be adequate. 

In some cases, screening laboratory tests at 
regular intervals will suffice as the major portion 
of a periodic examination program with com- 
plete examinations being made less frequently. 

Examinations of executives may be regarded as 
a special type of periodic examination of a par- 
ticular class of employees. While not entirely new, 
they are becoming more prevalent, and are 
justified by their advocates on the premise that 
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business executives carry heavy and never-ending 
responsibilities, included in which may be the 
welfare of large numbers of employees. 

While some of these programs are on a re- 
quired considerable advantage accrues 
when they are voluntary, aided by a thorough 
promotional campaign inasmuch as_ individuals 
seeking examination are more cooperative and 
appreciative of the service. Practices vary re- 
garding use of in-plant Medical Departments. If 
the in-plant medical facility is staffed and 
equipped to perform any extra work involved, 
many feel it is preferable to do these examina- 
tions within the department. Otherwise, it is best 
to send executives to outside facilities qualified to 
perform the required services. 

Special Ewvaminations—Special examinations 
may be indicated at time of transfer from one 
iob to another. The control of communicable dis- 
eases by examination of those who handle food is 
another example of special purpose examinations. 
In many jurisdictions these are required by law. 

Many organizations find it worthwhile to make 
“return to work” examinations of employees who 
have been absent more than a specified number of 
days due to illness or injury. This is done to con- 
trol communicable disease as well as to determine 
suitability for return to work. Upon return to 
work following such absence, a new evaluation of 
physical capacities may be necessary. Rehabili- 
tation procedures may be necessary to reduce dis- 
ability and improve the range of employability. 

Upon retirement, resignation, or termination 
of employment, some organizations have found 
it desirable to make examinations and a record of 
the findings at that time. This is particularly true 
in operations involving definite exposure to health 
hazardous substances as lead, benzol, silica, and 


basis, 


asbestos dust. 


Report Forms 

Ne SINGLE examination report form has been 
. devised to suit all requirements or the con- 
tent of detail desired by various physicians. 

Some reports in current use are so detailed they 
run into several pages and include two pages of 
minute detail devoted to personal history. There 
is a considerable divergence of opinion as to the 
actual value of such elaborate history detail even 
if completely honest and accurate answers can be 
obtained for every question. Other examination 
forms in use are so brief they are almost value- 
less as adequate records or as an indication of the 
detail of the examination. 

Many physicians prefer that the form include 
space to make narrative notes of any significant 
history, medical findings, and the advice given to 
the individual. 

One popular type of form is that in which the 
items of examination are arranged in a vertical 
column with four to eight blank columns along- 
side. The results of the first examination are en- 
tered in the first blank column and dated. Subse- 
quent examination data are entered in the ad- 
jacent blank columns thereby promoting and 
facilitating comparison with earlier findings. 
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The desired detail and arrangement of the form 
is a matter for decision by the doctor after con- 
sultation with management relative to scope of 
the examination. 


Preservation and Use of Records 

THE EXAMINING physician may properly put in- 
formation derived from industrial health ex- 

amination to the following uses: 

1. All significant findings should be discussed 
with the worker with professional discretion. 
Good judgment should be used to prevent the 
raising of unnecessary fears, while emphasizing 
the importance of obtaining adequate personal 
medical care. 

2. A transcript of pertinent data may be sup- 
plied to another physician or to health agencies, 
or as required for insurance purposes on request 
or consent of employee. 

3. The employer should be given a classifica- 
tion of fitness to facilitate placement. A form may 
be devised for this purpose. 

1. The employer should be notified of poten- 
tially harmful work environment detected through 
examination. 

5. Governmental agencies such as courts, work- 
commissions, or health 


men’s compensation 


authorities should be supplied with information 
on official order or when required by law. 

In all other respects the confidential character 
of health examination records should be rigidly 
observed and access should be granted only on 
written consent of the worker, preferably after 
preliminary discussion with the examining physi- 


cian. 

Suitable filing equipment and training of per- 
sonnel should be provided for the safekeeping and 
confidential maintenance of all medical records in 
the exclusive custody and control of medical per- 
sonnel. 


Fitness Classification Methods 

T IS NOT the function of the physician to inform 

the applicant whether he is to be employed. 
This is the prerogative and duty of management, 
as there are other factors in addition to physical 
qualifications that bear upon suitability for em- 
ployment. 

The referral of completed examination reports 
to lay persons for use in placement is particular- 
ly undesirable for several reasons. This practice 
violates the true physician-patient relationship 
and is an invasion of the confidential nature of 
such reports. Furthermore, untrained lay person- 
nel are entirely unqualified to interpret medical 
facts into terms of work significance; this is 
the responsibility of the physician. 

Placement information should be conveyed by 
a separate form, based on an agreed plan. This 
plan or rating method will enable the examining 
physician to convert medical findings into mean- 
ingful industrial terminology. The language of 
industry used in describing the physical activi- 
ties and work demands of jobs has supplanted the 
once familiar but vague and indefinite medical 
admonitions, for example, “light work.” 





Many systems of ratings are now in use. One 
method depends solely upon classification into 
three categories, for example, 

(a) fit for any work, 

(b) fit for a specific job, or 

(c) rejection. Another method uses the follow- 
ing classifications: 

(a) physically fit for any work; 

(b) defect that limits fitness for work 
leaves applicant eligible for certain jobs (the de- 
fect may or may not be correctible but may re- 
quire medical supervision) ; and 

(c) defect that requires medical attention, is 
presently handicapping, and disqualifies for any 
type of employment. 

Some methods are well developed and involve a 
complete appraisal of physical capacities on a re- 
port identical in format to the form used in ana- 
lyzing jobs for the physical demands required of 
a worker to perform the job. This method has 
many virtues, as it promotes the effective match- 


and 


ing of workers to jobs. 

From the public and industrial health stand- 
points, the only bars to immediate employment in 
non-hazardous occupations should be the follow- 
ing findings: 


1. Communicable disease. It is obvious that 
communicable diseases need to be brought under 
prompt control not only for the benefit of the in- 
dividual but for the public welfare as well. This 
may involve the assistance of public health offi- 
cials. 

2. Incapacitating injury or One of 
the great values of an examination program is 
the detection of disease in its early stages, when 
it is most amenable to treatment. Applicants with 
incipient but still nondisabling disorders can 
often be employed while they secure treatment 
from their personal physicians. Many applicants 
with incapacitating injury or disease can be re- 
ferred to rehabilitation agencies for effective as- 
sistance in improving their employability and job 
opportunities. 

3. Mental illness in which impaired judgment 
or actions prevent cooperative effort. It is not 
generally appreciated by laymen that there is a 
significant percentage of persons having mental 
illness or emotional disturbance. These aberra- 
tions can be of many degrees and frequently can 
be important enough to act as a bar to employ- 
ment. The trained physician can frequently detect 
them at the time of examination. 


diseases. 


“Health is a Personal Matter” 


N SOME circles industrial medicine has been charged with being selfishly motivated. I 
I suppose that, if one searches long enough, an alleged selfish purpose can be found 
in any human activity. In our corporation we do not attempt to justify our medical pro- 
we justify it as a moral obligation to our 


gram by pointing to dollars-and-cents gains 
neighbors. A well-planned and managed industrial health program will unquestionably 
result in more economic production. But if this be the scle motivating purpose, it will 
eventually fail, as do all programs inspired primarily by selfish motives. We regard our 
program as one of preventive medicine which cooperates with constructive public health 
activities. The goal is conservation, protection, and furtherance of the health and 
capabilities of the individual worker. Our policy has been well stated by our Medical 
Director, Dr. D. John Lauer, in these words: “Health is a personal matter. Man’s well- 
being is dependent in large measure upon good health. Its influence is reflected in 
his ability to produce, in his relations with others, and in his future accomplishments. 
Industry is directly concerned with the health of its people. Every man is responsible 
for his own health. In this matter he often needs advice and guidance. Here industry 
can take the initiative through a preventive health program. Each person must be 
evaluated as an individual, with full consideration given to his tetal environment. Since 
the whole man comes to the job, it is often necessary to look for the causes of prob- 
lems outside as well as inside his work environment. It is in this area that a good health 
program, well administered, can make a great contribution. There are two approaches to 
industrial health. The traditional one has been a negative and defensive approach. We 
propose a positive approach. In the negative approach the health facilities were used 
sparingly—only in occupationally connected injury and sickness—and only because 
of the legal obligations of the employer. The patient-employee at once sensed this 
negative attitude and tended to respond with hostility and even contempt. In the posi- 
tive approach all effort is directed toward the patient-employee with the objective of 
maintaining him in health and well-being.”’ With this statement as our guide we are 
moving forward in a planned campaign of preventive medicine. Industrial America is 
making progress in the solution of its problems. Many companies now recognize that 
their greatest asset is the health of their employees. They see a direct relationship 
between efficiency and health, which includes the health of the worker himself and 
that of the people in his home and in his community. 


From “Public Health An Industrialist’s Appraisal,’’ by MoREEL, in Am. J. Public 


Health, March, 1956. 


\DMIKAL BEN 
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Industrial Medical Association 


President's Page 


members? 


HAT IMA do for its 
This question has been asked repeatedly. 


does 


I asked it years ago, and was told that each 
member received our Journal, /ndustrial Medi- 
cine and Surgery, and could attend the Annual 
Meeting. I replied that I could buy the Journal, 
and, as a guest, could attend the Meeting. 

We have an excellent Journal. J. M. & S. is 
recognized as one of the country’s leading medi- 
cal journals. It keeps us fully abreast of the 

advances in medicine. 
member also receives a newsletter 


recent industrial 
Each IMA 
which tells him the latest developments in As- 
sociation affairs. 

For all physicians in industrial medical prac- 
tice, our Annual Meeting is the medical event 
of the year. For the interested physician it is 
the equivalent of a postgraduate seminar. 

Beyond this, however, the interested physi- 
cian can profit from many other activities of 
the IMA: 

The committees of IMA cover every phase 
of industrial medicine. They are made up of 
hard working, highly intelligent men from all 
parts of the country. They spend a vast amount 
of time and thought to make available to all 
industrial physicians the latest developments 
in preventive medicine and the best methods 
for the treatment and care of the worker. 

Through the efforts of IMA many medical 
schools now teach form of industrial 
medicine to undergraduate students. IMA has 
also instrumental in encouraging post- 
graduate education in industrial medicine. 

The Home from 
physicians who have problems pertaining to 
industrial medicine—the personnel and physi- 
cal equipment required for a Medical Depart- 
ment, the ingredients of an adequate health 
program, the duties of the Medical Director, or 
the industrial nurse, the treatment of a stub- 


most 


some 
been 


Office answers questions 


born occupational disease. The Office also dis- 
seminates information through reprints, clip- 
pings, and letters. And it maintains a list of 
the finest speakers in the country who are 
ready and willing at all times to carry the mes- 
sage of industrial medicine to management or 
medical or community groups if called upon 
to do so. Our Managing Director, Dr. Holm- 
blad, is in great demand as a speaker at both 
medical and non-medical gatherings. 

Some years ago the Industrial Medical As- 
sociation took over from the American College 
of Surgeons the examination and certification 
of those industrial plants which have Medical 
Departments with a definite health program. 
In order to be certified the medical program in 
an industry must meet the requirements estab- 
lished by the Industrial Medical Association. 
The certification procedure is carried out by an 
organization within the IMA known as the Oc- 
cupational Health Institute. 

The IMA is made up of component organiza- 
tions in the United States, Canada, and Hawaii, 
which carry the message of industrial medicine 
to the managements within the areas as well 
as to the individual doctors. 

IMA officers, directors and counselors take 
part in the work of county and state medical 
organizations and attend their meetings, where 
information is presented to the general prac- 
titioners as well as to the specialist. 

Industrial medicine is almost as broad as the 
practice of medicine itself. Every physician at 
some time is called upon to do something of in- 
dustrial IMA stands 
ready to serve all who have problems in the 
field of industrial medicine. 

I began with a question. I close with another 
one: What else can IMA do, to make member- 
ship more worth having? 

RS: V.F. 


medical significance. 
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Kooks 


A Case of Nomenclature 

ANDBOOK OF POISONS: ROBERT H. DREISBACH. 
H Lange Medical Publications, Los Altos, Calif., 
1955, pp. 429, $3.00. 

This elaborate manual has many features attrac 
tive to the reviewer, but all save one are laid aside 
n order to emphasize the unique quality. 

Physicians, including industrial physicians, end 
lessly are hampered in their appraisals of possibie 
poisoning by the products that 
no inkling of the chemical nature of the 
distraught mother frantically 
the telephone is apt 


trade names of 
provide 
suspected agent. The 
talking to the physician over 
to say, “Here’s how the 
mention of a trade name little serves the physician. 
This through hundreds of 
index, cites the 


label reads.”’” The mere 


instances in the 
then 


constituent. 


book, 
refers to a 
Here, 


something to 


trade name and 


major toxl 
physician has 


may list 


description of the 
for the first time, th 
lean on. No 
named product with harmful constituents, and this 
book has hundreds of omissions that would be uss 
ful, but it is to be hoped that every ensuing edition 
of this book will contain more and more 


book possibly every trade 


names of 
potentially harmful trade-named items. It is known 
hygienists of the 
listing of the 


that the governmental industria] 


available a sub rosa 


hundreds’ of 


country have 
constituency of 
The usual physician may gain no access to 
But here in this book is 
sort of information, 


some proprietary 
agents. 
that governmental 
a good start toward the same 


listing. 


Complete 

‘RYPTOCOCCOSIS: M. L. LITTMAN and L. E. ZIMMER- 
C MAN. Grune & Stratton, New York, 1956, pp. 
205, $8.50. 

This book is a beautiful 
and atlas. The text discusses historical aspects, in 
portal of entry, 
animals, 


combination monograph 
infection and 
cryptococcosis in 


laboratory 


cidence, source of 


human cryptococcosis, 

immunology, pathology, 
treatment and prognosis. There are 504 references 
The text is There are 8&4 
figures, mostly white 
clinical photographs, x-rays, gross and micropathol 
mounts. There are four 


studies, and 


reading. 
black and 


clear and easy 


reproductions of 


ogy, cultures and culture 
excellent color plates. 

The appendix should be 
contains the formulae and te 


very valuable since it 
hniques of significant 
culture media and stains. 

The authors have had available to them the re- 
and material of the Veterans Administra 
tion Armed Forces Institute of Pathology and have 
made the best use of it. It is their stated intention 
of monographs on _ individual 


sources 


to publish a series 
systemic myocoses, this being the first. 
This should be interesting for 


medicine, but is of special value to internists, de 


book anyone in 


matologists, roentgenologists, neurologists, thoracic 
surgeons, pathologists, and is essential to all central 
laboratories. Some 
of value to the industrial physician because many 
of their manifestations are cutaneous or pulmonary. 
There is a possibility of confusion with pneumoco- 
reviewed. Skin manifesta- 
practically always 

involvement and 


knowledge of the deep mycoses is 


niosis when x-rays are 
tions of the deep mycoses are 
secondary to primary pulmonary 


yet cutaneous North American blastomycosis, coc- 


cidioidomycosis, cutaneous anu :° eutaneois cryp- 
tococcosis could well be attributeu t o*cupational 
contact or trauma by the uninformed. Practically 
the only deep mycoses which might likely be due to 
occupational exposure would be sporotrichosis which 
has been acquired by miners in Utah and South 
Africa, and by farmers and horticulturists from 
thorn pricks and marsh hay. 


WILLIAM M.D. 


B. TAYLOR, 


For Recognizing Non-Occupational Sources 

SSENTIALS OF DERMATOLOGY, ed. 5: NORMAN TOBIAS, 
E M. Db. J. B. Lippincott Company, Philadelphia, 
1956, pp. 651, $8.00. 


The physician in industry needs a knowledge of 


dermatology in order to distinguish the true from 
the false in the area of job causation of dermatitis. 
Afflictions of the skin—representing as they do, so 
high a workmen’s compensation cost, and so high a 
frequency rate among occupational illnesses—require 
more than passing interest on his part. 

In this fifth edition of an established 
the author has written succinctly and to the point, 
and through the use of pertinent chapter and para- 
graph headings, and a clear lengthy index, has pro- 
vided ample directional signs. 

Included in the eczema group of dermatitides is a 
discussion of occupational dermatoses, and although 
Tobias cites Schwartz, Tulipan, and Peck’s work as 
the standard reference book in this country, he pro- 
vides about five pages of relevant material. In addi- 
tion, scattered in appropriate locations, are descrip- 
tions of dermatologic conditions within the ken of 
the industrial physician. These include summaries of 
anthrax, occupational acne, radiodermatitis, miliaria, 
tularemia, larva migrans, and rat-mite dermatitis, 
as examples. 

At each chapter’s end is a section devoted to 
Nursing Aspects, an invaluable additive. Character- 
istic of the therapies recommended is the absence 
prescriptions of derma- 
contem- 


reference, 


of the multiple-ingredient 
tology’s yesteryear, and the 
porary effective medications, given by trade name, 
and not by the unfamiliar chemical designation. Of 
concern to the dilettante in diseases of the integument 
is the excellent first chapter, entitled ““Basic Survey,” 
wherein all of the steps in history taking, examina- 
tion, and diagnosis are reviewed, and skin functions, 
anatomy, pathology, and embryology are outlined. 

Instruction sheets to patients are reprinted, point- 
ing up the essential features of the care program, 
written completely in lay-ese, and the references to 
lengthier articles on individual subjects are current. 
The “Reference Library for Dermatologists,” pro- 
vided at the end of the book, lists all important works 
from handbook to tome. 

The publisher should be proud of this as a printer’s 
product. On good coated stock throughout, the type is 
clear, the illustrations are in fine screen, and the 
general impression is one of crispness. Moderately 
small in format, but packed with significance is this 
most recent addition to the dermatology library. In 
viewing comparative worths, this volume would be of 
greater aid to the industrial physician for its non- 
occupational contents. After all, have not most of 
the employees with dermatoses acquired their condi- 
tions from other than job-related sources? 

The most valuable single item is the author’s final 
“do not” in his list of 35 general therapeutic sugges- 
tions: “Do not let your interest in the disease eclipse 
your interest in the patient.” —J. S. FeELTon, M.D. 


inclusion of 
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Diurnal Variations in 


GREAT DEAL of research has been done on 
A the diurnal variations in different forms of 
animal and human activity. The first diurnal 
variation to be observed was the one in body 
temperature, and it is the one most widely rec- 
ognized today. Similar diurnal variations have 
been observed in a series of other physical proc- 
esses. Extensive surveys of the literature have 
been given by Holmgren (1936), Jores (1937), 
and Kleitman (1939, 1949). 

A series of investigations has also been car- 
ried out on diurnal variations in mental per- 
formance. At first these were done by psycholo- 
gists independently of physiological research. 
Freeman and Hovland (1934) gave an exhaus- 
tive review of the literature and assembled the 
contributions of different workers in a table in 
which the forms of variation observed were di- 
vided into different classes. As Kleitman (1939) 
remarked, ““No matter what curve one obtains, 
there is a convenient niche in Freeman and 
Hovland’s table for it.’”” The main reason for the 
variety of curves is that most of the series 
studied are so small that chance variations have 
played too great a part. Kleitman and his asso- 
ciates made a thorough study of the variations 
in mental performance during waking hours. 
Kleitman stated that all the curves they obtained 
fitted into of Freeman and Hovland, 
namely, ‘a peak in the middle of the waking per- 
iod.”” He believed that the fluctuations in mental 
performance were caused by variations in body 
temperature. In 1949 Bjerner studied the 
action time in five subjects kept awake for 24 
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Mental Pertormance 

hours and longer. Two of them showed a regular 
curve with a peak in the length of reaction times 
and a number of false reactions at 4:00 A.M. The 
other three showed longer reaction times during 
the night but no distinct diurnal variation. This 
was the first study of this kind made at night. 

Another branch of these investigations, ap- 
parently done independently of the two others, is 
the research begun about 1900 on the spontane- 
ous activity of animals during day and night. 
A distinct diurnal variation has been observed 
which, however, is easily influenced by external 
stimuli such as light and darkness. If the night 
is made light and the day dark, the animal quick- 
ly inverts its rhythm of activity. This takes 
place by a gradual displacement of the activity- 
in rats completed within a week after the change 
in illumination (Holmgren and Swensson, 1953). 

One of the main objects of the Health of Muni- 
tion Workers Committee (British) was to study 
whether there was any difference in working effi- 
ciency as between day and night. Several differ- 
ent series of investigations were done, and it was 
found that sometimes the production was higher 
in night shifts and sometimes in day shifts. 

It was observed that when women had monot- 
onous work, requiring little physical effort, the 
production in discontinuous night work about 
equalled that for the same kind of work during 
the day, or lay at the most 10% under. When it 
came to continuous night work, on the other 
hand, the nightly production fell distinctly be- 
low that for daytime work. The results for men 
were about the same. The Health of Munition 
Workers Committee used as a criterion the total 
production per shift. 


The Industrial Fatigue Research Board tried 





to get an idea of the variation in production 
from hour to hour during day and night shifts. 
The most extensive investigations in this con- 
nection were done by Vernon with workers in 
steel mills. But these investigations did not re- 
veal any difference between day and night work, 
either as regards work requiring a large amount 
of physical effort or light supervisory work. 
Vernon also studied the accident rate at differ- 
ent hours of the day and night in two large 
series. His figures showed a lower frequency of 
accidents during the night than during the day. 
Discussing his results as regards accident rate 
and production at different hours, Vernon con- 
cluded that both dependent upon many 
other factors than fatigue and thus could not be 
taken as indicators of the degree of fatigue. 
After the discouraging results of these large 
investigations, nothing more was done in this 
field. It is only recently that the problem has 
been taken up again. Other angles of approach 


were 


are now being tried. 

Browne (1949), studying telephone operators, 
calculated the influence of the hour on the length 
of time taken to answer incoming calls. He found 
that, on the average, the longest reaction time 
occurred between 3:00 and 4:00 A.M. This was 
true even when there were more than 80 calls per 
hour, showing that the long reaction time was 
not due to the operators’ 

Menzel (1950) examined the frequency of ac- 
cidents for which a penalty was inflicted in a 
group of railway employees working in three 
shifts beginning at 6:00 A.M., 2:00 P.M., and 
10:00 P.M. He found that the frequency was 
greatest between 10:00 P.M. and 2:00 A.M. 

When it is desired to study diurnal variations 
in mental performance in industrial work, great 
difficulties are encountered. The greatest of these 
lies in the fact that the working conditions are 
generally not the same during the night as dur- 
ing the day. Efficiency is also influenced by a se- 
ries of other factors, as, for example, setting of 
a piece rate, which could easily conceal a diurnal 
variation in mental performance. Large series 
are needed in order to eliminate chance variation. 


dozing between calls. 


Psychoneuroses in Coal Miners 


iy HAS BEEN asserted, though somewhat tenta- 
tively, that among the natives of Okinawa 
psychoses are so rare that the situation becomes 
astonishing. No acceptable explanation has been 
provided. If it be true that there are few psy- 
choses in Okinawa there must be some lesson 
that may serve other lands in which psychoses 
are all too frequent and costly. Likewise it has 
been asserted that, at least in time past, some of 
the island populations in the Pacific have been 


singularly free from any high incidence of neu- 
roses. Again, if true, the reason for this should 
be revealed so that other lands may profit by 
some degree of emulation. 

In the United States, there has prevailed a sort 
of half-belief that among hardworking groups 
of people characterized by endless physical labor 
there would be no time or disposition to indulge 
in the acquisition of neuroses. The hard-working 
coal miner has been cited as being of the type 
little prone to functional mental disorders. Now 
that supposition has been put to test. Ralph H. 
Nestmann (in West Virginia Medical Journal, 
May, 1956) reports upon “The Incidence of 
Emotional Illness in Coal Miners in West Vir- 
ginia.”” At once it may be conceded that there 
are defects in the diagnostic procedures, as 
pointed out by the author himself. His own work 
is devoted not to psychiatry or psychology but 
to diseases of the chest. His method of reaching 
the conclusion as to the existence of psychoneu- 
roses chiefly was limited to application of the 
Cornell Medical Index—Health Questionnaire, 
which is no instrument for final appraisal. More- 
over, his examinees to the last man had com- 
plaints suggestive of chest diseases, and some, 
indeed, proved to have chest affections. Lastly, 
in throwing reservations about this study, the 
author himself observes that no control group 
was investigated such as might be found among 
the farmers around the mining communities. 

One hundred and fifty-one miners were ex- 
amined, their ages ranging from 29 to 74 years. 
Everyone was accorded a substantial physical 
evaluation that included a full case history and 
physical examination, complete blood count, 
erythrocyte, sedimentation rate, blood serology, 
hematocrit, chest fluoroscopy, electrocardiogram, 
urinalysis, vital capacity, or, more recently, max- 
imal breathing capacity, and chest film, as well 
as any other indicated studies or consultations. 

Quite apart from the somatic disease clearly 
established in some, diagnoses of psychoneuroses 
were made on 140 of the 151 patients. Of that 
number, 85 involved severe psychoneurotic or 
borderline psychotic states, 33 proved to be mod- 
erate psychoneurotics, and 22 presented only 
mild psychoneurotic indications. The situation 
was so significant that requests were made for 
psychiatric consultation for 83 of the 85 indi- 
viduals adjudged as harboring severe psychoneu- 
roses. Eventually 33 of these 85 coal miners were 
provided comprehensive psychiatric examina- 
tion. All proved to have emotional disturbances. 

Well it may be that somewhere in some land 
there are groups of workers so well adjusted to 
their work and to all of living that significant 
psychoneuroses never appear. In any questing 
for such groups it now seems that the coal miners 
in West Virginia may be checked off as prospects. 
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DRAMAMINE”’ IN VERTIGO 


Notes on the Diagnosis and Management of “Dizziness” 


Meniere’s Syndrome 


1. Paroxysmal Whirling Virtigo. This consists of sudden attacks of dizziness, often when the patient is 
at rest or asleep. The patient may feel that he himself is whirling or that fixed objects about him are whirl- 
ing. The attack usually lasts for a few minutes, occasionally it is severe for weeks or subacute for months. 


Fewer diagnostic errors! will result 
if a “triad of symptoms” is required 
of patients with suspected Méniere’s 
syndrome. These are the symptoms 
of typical Méniere’s syndrome: 

1. Severe paroxysmal vertigo which 
may be of two types; either the pa- 
tient feels that he is whirling or that 
objects about him are whirling. 

2. Fluctuating subtotal hearing loss, 
usually affecting the higher tones, 
is noted at the same time as vertigo. 

3. Tinnitus, usually unilateral, is as- 
sociated with the deafness and 
dizziness. 

With Méniére’s syndrome there is 
no definite localization? by the Barany 


2. Subtotal Hearing Loss 
Deafness will usually af- 
fect the high tones and it 
may be unilateral or bilat- 
eral. Sometimes the hear- 
ing loss is severe and also 
progressive, 


3. Tinnitus 

This is usually unilateral 
and present in the ear with 
greater hearing loss and is 
without a definite pattern. 


(vestibular reaction) test and results 
of the caloric test are not diagnostic. 
Physical examination should rule out 
disease of the central nervous or car- 
diovascular system before a diagnosis 
is made. 

“Treatment with Dramamine® .. . 
is effective* in aborting and prevent- 
ing attacks of Méniére’s syndrome... 
will prevent or arrest attacks of verti- 
go. It will also reduce the intensity 
of the tinnitus and so may save some 
of the hearing in the affected ear.” 

Dramamine is recommended for 
Méniére’s syndrome as the sole ther- 
apy or in combination with other 
treatment programs, 


It is a therapeutic standard also for 
motion sickness and is useful for 
relief of nausea and vomiting of ra- 
diation sickness and fenestration 
procedures. 

Dramamine (brand of dimenhy- 
drinate) is supplied in tablets (50 mg.) 
and liquid (12.5 mg. in each 4 cc.). 
G. D. Searle & Co., Research in the 
Service of Medicine. 

. DeWeese, D. D.: Symposium: Medical Man- 
agement of Dizziness. The Importance of 

Accurate Diagnosis, Tr. Am. Acad. Ophth. 

§8:694 (Sept.-Oct.) 1954. 

. Jackson, C., and Jackson, C. L. (editors): Dis- 
eases of the Nose, Throat, and Ear, Philadel- 
phia, W. B. Saunders Company, 1945, pp. 

368: 414. 

. Queries and Minor Notes: Méniére’s Syndrome, 
J.A.M.A. 141:500 (Oct. 15) 1949. 





Consider the ADVANTAGES of AANA GIN 


For the rational non-narcotic relief of PAIN 


You can depend upon Anacin for prompt, safe and prolonged analgesia 
without hypnotic effect. Anacin tablets afford optimal results for 
non-narcotic intervention of simple pain, an important factor whenever a 
patient is required to continue working while under treatment. Anacin 

is exceptionally well-tolerated, non-habit forming and can’t upset the 
stomach. Anacin is packed especially for industrial use—a unit of 250 
cellophane envelopes, each containing two Anacin Tablets. This 
package offers the advantages of cleanliness and convenience for 
dispensing to individuals. Won’t you consider Anacin for your patients? 


ANACIN 


WHITEHALL PHARMACAL COMPANY, NEW YORK, N. Y. 





News, Comment, Opinion 


YRITICISM is a study by which 
C men grow important and for- 
midable at very small expense. 

—SAMUEL JOHNSON. 


Diagnostic Pitfall 
N GENERAL medicine the patient 
asks the doctor the cause of his 
illness. In contrast, the worker 
who assumes his illness is due to 
the work he does, tel/s the doctor 
the cause. Herein lies a diagnostic 
pitfall. “Jt is bothering me,” or 
“That stuff 1 work with is making 
me sick,” are common utterances 
which are too often accepted by 
physicians who in any other cir- 
cumstances would not permit 
their patient to diagnose his case. 
RUTHERFORD T. JOHNSTONE, M.D., 
in Rocky Mountain Med. J., May, 
1956. 

Secretary Spread 
NY SORT of sitting job means 
a tendency toward hip-spread. 
Fortunately, like many another 
occupational hazard, this one can 
be checked. These are the ways: 
Always sit with weight squarely 
centered on “sittin’” bones and 
hold back erect. Never, never 
slouch. Wear firm, well-fitted gir- 
dles. Walk outdoors at least 15 
minutes daily. Should hip meas- 
urement increase in spite of pre- 
cautions — and it’s possible — 
perform this reducer: lie face 
down on floor, rest head on hands, 
stretch body straight; slowly 
raise legs 10 inches off floor, con- 
tact buttock muscles, slowly low- 

er legs. Repeat 15 times daily. 

From “A Lovelier You,’” by MARY 
Sue MILLER, in Cincinnati, Ohio, 


Enquirer, July 20, 1956. 

Headaches 
(C"Hicaco Daily News, August 16, 
‘1956: Headaches are the big- 
gest headache at the Democratic 
Convention. More than 150 per- 
received first aid at 
the Convention Hall since the 
party meeting started Monday. 
At least 100 have complained of 
throbbing temples. Inflamed eyes, 
blamed on lack of sleep, con- 
vention hall air-conditioning, 
bright television lights, and too 
much partying, ran a painful sec- 
ond. Blistered “convention feet” 
hobbled in third. GEORGE BLAHA, 
M.D., of Cook County Hospital, 
Supervisor of the staff of 22 doc- 
tors and nurses manning the con- 
vention dispensary, said business 
has been much slower this year 
than it was at either the Demo- 
cratic or Republican Conventions 


sons have 


in 1952. “The Delegates seem to 
be in better shape,” BLAHA said. 


Accidents on "High" 
Lo for accidents among work- 
ers on an emotional “high,” 
as well as those who are de- 
pressed. Although almost 60% of 
accidents occurred during low 
periods, in study of some 800 
accidents made by REXFORD HER- 
SEY, Ph.D., University of Pennsyl- 
vania, an additional 20%  oc- 
curred during “high cyclical 
swings.” DR. HERSEY blames latter 
on overconfidence and desire to 
speed up production to extent 
that is “incompatible with ob- 
servance of ordinary safety pre- 
cautions.” He urges more atten- 
tion be paid to emotions in day- 
to-day living, because the better 
adjusted an individual is to his 
work and home, the less likely he 
is to incur an industrial accident. 
Industrial Relations News, July 21, 
1956. 
Here Comes a Heart Attack 
ICTURE of a young man with a 
heart condition: Drives hard- 
top convertible, looks older than 
1e is, tends to wear bow ties, ag- 
gressive, ambitious. This is the 
picture painted by HERMAN HEL- 
LERSTEIN, M.D., Cleveland heart 
specialist, who spoke before the 
Louisville Society of Internists. 
DR. HELLERSTEIN said all young 
heart cases “look like brothers.” 
He also posed this premise: The 
man who “blows his top” may be 
better off, despite a heart condi- 
tion, than the one who keeps his 
troubles to himself. DR. HELLER- 
STEIN praised the coffee break. He 
said it gives the heart, blood 
pressure and respiration time to 
slow down. 


Chicago Daily News (AP), July 21, 
1956. 


Business and Industry 


USINESS and industry share 

with community agencies re- 
sponsibility for maintaining the 
health and safety of the working 
population. Within business and 
industrial establishments, chal- 
lenging opportunities are found 
by a constantly expanding group 
of health workers, including 
chemists, dentists and hygienists, 
dietitians and food staff, health 
educators, health physicists, in- 
dustrial hygienists, laboratory 
and isotope technicians, nutri- 
tionists, physicians and nurses, 
psychologists, radiological safety 
specialists, safety engineers, and 
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POSITIONS WANTED 
Medical Director: (a) Doctor, Industrial Med 
one of few men so qual; 4 yrs, fellowship 
preventive & indus med; sev vears, assoc 
chief, preventive & indus med, impor medical 
school; M.D. degree, Rochester; inter’d in, 
& exceptionally well qual to organize & dit 
a modern indus hith program; middle 30's 
Medical Director: (b) 36; Since 1948, Med 
Director, very important industrial medical 
facility; seeks more challenging opportunity 
immediately available; prefers East 
Medical Director: (c) Medicine; Dipl 
Internal Medicine; Board eligible, cardiology 
6 years, successful private practice, internal 
medicine & instructor, cardiology; interested 
Philadelphia area only. middle 30's 
Associate Medical Director: d) Masters, 
public health); Board qualified, Preventive 
Medicine; seeks connection with emphasis 
on preventive medicine; currently, staff phy 
industrial medicine dept, large clinic 
Assistant Medical Director: e) Masters 
industrial medicine); years’ fellowship, (in 
dustrial medicine), A.E.C; seeks indus medi 
cine with or without atomic installation 
Staff Physician or Ass’t Med Dir: (f) 12 yrs 
Ass’t Medical Director, Assistant Director 
and, now, Administrative Director, Liberal 
Arts College; present position offers little 
opportunity for further development; expe 
ienced, both clinically and administratively; 
seeks industrial medicine, any locality but 
prefers Pennsylvania or Fast; middle 40's 
Staff Physician: (g) Seeks industrial medicine 
with regular hours as career; past 5 years 
busy private general practice; any locality 
but prefers Virginia or East 
Staff Physician: (h) 3 years, private general 
surgical & medical practice; 2 years, medical 
officer; seeks industrial medicine as career; 
consider any large city but prefers New 
Jersey, New York State; age, 31 
Staff Physician: (i) 29; married; completing 
training in internal medicine; prefers indus 
medicine in California, Texas, Ohio 


POSITIONS OPEN 


Medical Director: (j) Newly created post 
complete responsibility, organize & direct 
medical care program of major company; 30 
regional plants; to $25,000; delightful uni 
versity city; equably year-round climate; one 
of most sought after localities 

Medical Director: (k) Main office, leading 
company; 8 regional plants staffed with 
parttime physicians: requires experience in 
outpatient, clinical industrial and admin 
istrative work. East 

Chiefs: (1) Newly created posts; Full charge 
new regional plants of one of America’s 
largest companies; excellent salary & per 
quisites equal to $16,000; Westcoast; South; 
Central; East. 

Chiefs: (m) Good sized plants of major com 
pany; Indiana, Wisconsin, Ohio; excellent 
medical facilities, well-staffed and equipped 
Industrial Physicians: (n) 3 required with 
interest or qualified in the toxicological 
field of industrial exposure; major company 
leader in its field, initiating indus medical 
program; initial salary $12,000; increments 
for additional 14 week in-plant training after 
which assignments will be made to one of 
three plants as Chief Physician. N.Y. State 
Chief Physician: (0) Responsibility, divided 
equally between 2 connecting plants of major 
Co; 2 separate med depts staffed by 3 nurses 
in each; exray lab; 8000 employees; N-Central 
Foreign: (p) Chief Physician; newly created 
post; American Company; medical care of 
1000 natives which will increase to about 
15,000; pilot operation; rugged jungle coun 
try; req’s skilled versatile physician; prefer 
single man; no children; 2 year contract; 
$12,000; increases; transportation; housing 
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sanitary engineers. They are 
backed up in the community by 
colleagues in hospitals and clin- 
ics, in private medical and dental 
practice, professional education, 
in public health organizations and 
rehabilitation services, in re- 
search institutions and voluntary 
health agencies. 

From “Partners for Health,” pub- 

lished by the National Health Coun- 


cil, 


Tending Bar 
Slew 

tending bar need not 
Long Island’s drink-mixers after 
August 7. On that day, Local 164 
of the Bartenders and Hotel and 
Employees Union, 
open a medical 


occupational 
worry 


Restaurant 


AFL-CIO, will 


for every emergency 


hazards’ of 


center in a new addition to Union 
headquarters at 533 Greenwich 
Street, Hempstead. The 1,800 
members boast that this is the 
first free center of its kind to be 


built by a labor union on Long 


Island. A member of the medical 
staff, headed by HAROLD H. LEFFT, 
M.D., and a registered nurse, will 
be on duty daily and Saturdays. 
Unionists will get complete medi- 
cal check-ups annually and dia- 
thermy, physiotherapy, inocula- 
ions, and minor surgery, as 
needed. The 4,500 square-foot 
center has the latest equipment 
for diagnosis and treatment of 
disease. 


Neu York Daily News, August 
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SURGISET® 


skin closure sutures 

three dozen needle sutures 

in sterile pack jars—ready to use— 
includes chrome-plated rack— 

all for price of sutures alone 


six tubes of needle sutures 
compact—convenient— 


ready to use 


Vv. .. both with 


néw reverse-cutting 


ATRALOC ® Needles 


Health Maintenance 
"THE Machinists’ Union, District 
Nine, and its International are 
co-sponsoring a new pilot pro- 
gram aimed at maintaining health 
rather than merely insuring its 
members against the high costs 
of neglecting health. St. Louis 
Labor Health Institute, 1127 Pine 
Street, has agreed to examine the 
i000 participants in the program. 
Findings will be kept confidential. 
Individual results will be made 
known only to the participants 
and the Health Institute. A fol- 
low-up procedure will be insti- 
tuted for anyone with abnormal 
or questionable findings. The com- 
munication will advise the in- 
dividual to see his personal physi- 
cian and will request per- 
mission to forward test re- 
sults to the physician des- 
ignated by the participant. 
St. Louis Globe Democrat, 


July 26, 1956 

Why Bother 
TH FOLLOWING appeared 
in the February, 1956, 
issue of Supervisory Man- 
agement, copyright Amer- 
ican Management Associ- 
ation, 1956, and is repro- 
dueed here by special per- 
mission. The Editor’s Note 
preceding the article read: 
“Firing an alcoholic is the 
only answer according to 
some bosses. But is it? To 
get some facts, Supervi- 
sory Management inter- 
viewed a former alcoholic, 
now a very active member 
of Alcoholics Anonymous. 
These firsthand comments 
tell the supervisor what 
to expect from the alco- 
holic and what can be 
done to help him. The per- 
son interviewed was for- 
merly a supervisor.” The 
interview: “(Q) Why 
should a company bother 
to help an employee who’s 
an alcoholic? (A) Aside 
| from the humane angle— 
the desire to help another 
person—there’s the cost 
factor. It’s estimated that 
alcoholics cost industry 
billion and a 
quarter dollars a_ year. 
(Q) How come the figure’s 
so high? (A) Well, don’t 
forget we have about four 
and a half million alco- 
holics in this country. 
About two million of them 
hold jobs in industry. Fig- 
ure the amount of lost 
time, absenteeism, acci- 
dents, scrapped material— 


about a 
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the FIRST and ONLY “‘instant’’ 
ready-to-use powder that makes 
official Burow's Solution U.S.P. 
plus antiseptic * 


for SOAKS and COMPRESSES 
on inflammed or locally infected 
areas — Astringent, Anti-Pruritic, 
Antiphlogistic AND Antiseptic. 


to instantly prepare fresh, clear 
aluminum acetate solution 
with none of the aluminum lost 
in a precipitate. 


in boxes of 12 


Samples? just write 


DOAK PHARMACAL CO., Inc. 
295 Madison Avenue, New York City, N.Y. 


‘Fine Dermatologic Specialties 


for Over a Quarter Century” 
* One packet of powder in 1 pint of water 
makes a 1:15 Burow’s Solution U.S.P. with 
Benzethonium Chloride 1:5,000, 





that’s your answer. Studies have 
shown that alcoholics lose an 
average of 22 workdays a year 
from drinking and they’re re- 
sponsible for around 1,500 fatal 
on-the-job accidents each year. 
They’re a particular problem fo1 
the supervisor because many of 
the work situations requiring dis- 
cipline stem from alcoholism. For 
example, one company discovered 
that drinking was a factor in 
10% of the cases where discipli- 
nary action was taken. (Q) Can’t 
« company duck these problems 
by firing anyone who’s an aleo- 
holic? (A) Many of them try to, 
but the problem isn’t solved that 
easily. First, there’s the invest- 
ment the company makes in train- 
ing a man. Then there’s the cost 
of replacing him. Also, firing al- 
ccholics without trying to do any- 
thing to help them is sort of a 
boomerang operation. You let a 
man go who’s an alcoholic and 
someone else gets him on the pay- 
roll. You hire somebody to replace 
him, and maybe you pick up an 
alcoholic someone has fired. (Q) 
Yes, but the odds are pretty much 
against this happening, aren't 
they? (A) Not as much as you’d 
think. Of the 65 million people 
who drink, about one out of every 
16 is a problem drinker. (Q) 
How would you define alcoholism? 
(A) It’s a disease—about 10% 
more prevalent than tuberculosis, 
50% more than cancer, and more 
than twice as frequent as polio. 
It’s sort of a combination mental 
and physical ailment. (Q) How 
is it physical? You mean some 
people are allergic to alcohol? 
(A) In a sense, maybe. This isn’t 
known for sure. What happens 
is that a person loses control ove 
his drinking. Some sort of change 
seems to take place—maybe it’s 
a combination mental and physi- 
cal change. For some reason they 
reach a point where they are com- 
pelled to get drunk every time 
they take a drink. This is the 
difference between the social 
drinker and the alcoholic. (Q) 
Wouldn’t you say it was largely 
a matter of lack of will power? 
(A) No. As a matter of fact in 
a way it almost takes will power 
to be an alcoholic. You do it in 
spite of what society, your 
friends, and your family say- 

you’re all alone. And by the way, 
an alcoholic doesn’t become one 
overnight. It’s a long process— 
usually takes 10 years or more. 
That’s why 80% of the alcoholics 
are in the 35-50 age category 

the time of life when they should 
be making their greatest contri- 


YOU MAY 
SAVE YOUR 
EMPLOYEE'S 

LIFE 


especially in cases of heart at- 
tack, shock, fume inhalations and 


other respiratory accidents. 
Prompt action is possible when 


your First Aid Equipment in- 


cludes the effective 


Stephenson 


“Minuteman” 


Resuscitator 





Three machines in one 


INHALATOR @ ASPIRATOR 
RESUSCITATOR 


(Weight 30 pounds) 


No industrial plant should be 
without this protection. 


Write for FREE demonstration or 
for pamphlet M-305. 


Visit our booth +22 at the National 


Safety Congress. 





"Makers of the Harger Drunkometer and 
Breathalyzer for determination of intoxica- 
tion by analysis of breath.” 
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TWIN SAVINGS 
for YOU! 


SBS-30 and SBS-60 
solve ALL skin cleaning 
problems ...are almost 


MPOSSIBLE 
0 WASTE! 


$BS-30 Watertese 
Washstation 


Used Without Water SBS: 


pE pORAS 
soAt 


PLANT-WIDE SATISFACTION 
AND SAVINGS ASSURED 


Solve your skin cleaning problems for good by 
simply specifying SBS-30 Waterless Skin Cleanser 
and SBS-60 Cream Deodorant Soap. Both of these 
dramatic new cleansers adhere to the hands... 
cannot run off like liquid, powdered or wasteful 
bar soaps. SBS-30 Waterless Skin Cleanser is 
recommended for the removal of almost ‘‘im- 
possible”’ soils such as tar, paint, glue... SBS-60 
Cream Deodorant Soap efficiently removes all 
ordinary soils found in factories, shops and offices. 
Dispensed from ‘‘throw-away"’ containers, you 
get savings of 30% ... 40% ... up to 50% with 
SBS-30 and SBS-60—it will pay your organization 
to get the facts today! 


FREE FACTS FOLDER expiain- 
ing specific uses, by industry and 
plant area, Simply write: 


Sugor Beet Products Co. 
Chemical By-Products Division 
302 Waller St., Saginaw 75, Mich. 


Canadian Subsidiary 
Chemical By-Products, Ltd. 
8 Ripley Ave., Toronto 3, Canada 


butions. (Q) What are the on- 
the-jobs symptoms to watch for 
in person who's becoming an 
alcoholic? (A) They may start 
by not reporting for work on 
Mondays. The heavy week-end 
drinkers may be taking the first 
step toward becoming alcoholics. 
You may notice a change in their 
personality—they’ll be more ir- 
ritable, harder to get along with. 
Maybe their appearance will 
change—they’ll be bleary-eyed or 
puffy around the eyes. They may 
get sloppy in the way they dress, 
come in unshaven—look at their 
fingernails. (Q) How about their 
work? (A) Of course that suffers 
too. Quality goes down; they’ll 
make more mistakes, come up 
with bad decisions. (Q) How can 
someone who's a heavy drinker 
tell whether he’s becoming an al- 
coholic? (A) Mainly by his atti- 
tude toward liquor. He starts like 
everyone else, using it in social 
situations. Then he begins drink- 
ing for escape, to ease tensions. 
One of the early symptoms is fre- 
quent blackouts where he can’t 
remember what happened while 
he was drinking. Another sign is 
when a person stops bragging 
about how much he can hold and 
begins to play down his drinking 
ability. Maybe he’ll start sneak- 
ing drinks—have a couple before 
a party starts, take an extra one 
when no one is looking. (Q) 
Would you say there’s an alco- 
holic “type?” (A) Hardly. They 
come in all shapes and sizes, from 
all walks of life. About the only 
thing you can say is that more 
men than women are alcoholics. 
The ratio’s about six to one. As 
a matter of fact it might surprise 
you to know that most alcoholics 
lead more “normal” lives than 
most people think. The average 
person thinks of the alcoholic as 
being the skid-row type, sprawled 
in a doorway somewhere with an 
empty bottle next to him. But 
actually only 20% hit this level. 
Research by the Yale Center of 
Alcohol Studies showed that of 
the alcoholics they studied, more 
than half were married and liv- 
ing with their wives, about 60% 
held the same job for at least 
three years, and around seven 
out of 10 had jobs requiring skills 
or a real sense of responsibility. 
(Q) What can a supervisor do 
to help a worker who’s an alco- 
holic? (A) Some companies have 
programs working through their 
personnel or Medical Depart- 
ments that are designed to han- 
dle this problem. But if there 
aren’t such programs, the best 
step may be to recommend that 





Instantly neutralizes 
acids or alkalies! 


When acid or alkalies 
splash eyes or skin, 
Neutralize works 

for immediate relief and 
prevents severe burns. 
No dangerous time loss 
determining if chemical is 
acid or alkali—Neutralize 
counteracts both. 

Try this test—you can 

do it yourself! 


NEUTRALIZE 
OBSOLETES 
WATER DILUTION 
TREATMENT! 


Write for instructions on 
the Do-it-yourself test 
for Neutralize, or call 
your Bullard distributor 


EVERYTHING MQ) “ 


BULLARD. 


IN SAFETY 


Available in 
4, 8 and 32 ounce 
Polyethylene botties 


E. D. BULLARD COMPANY, 275 Eighth St.,San Francisco 
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Reece Wood Sole Acts As Splint 


for 
BROKEN TOES and FOOT BONES—Burns 
—Bursitis—"'Athlete's Foot''—Dermatitis— 
hastens healing, permits aeration. 
Light weight WOOD SOLE with airfoam 
insole acts as SPLINT. 
Light weight canvas upper—white or olive 
drab, laces easily over any bandage. 

SAVES MAN HOURS ge § rs 
No. 173-Women’s 
WRITE FOR FOLDER. 
Sizes — Small, Medium, Large 


REECE WOOD SOLE SHOE CO. No lefts or rights— 


Dept. m-56 Columbus, Nebr. easily stocked. 


No. X175-CG-Men's 
No. X173-CG-Women's 


Guard prevents reinjury— 
Keeps a man on the job. 


Central Annex, New York 17.) 
Casual Absentee 


*ASUAL absentee, not chronic of- 
- fender, is management’s big 


the employee attend a meeting of run the risk of taking another 
Alcoholics Anonymous. Most of drink as long as he lives. (Q) 
the company programs do this What are the odds that he'll be 
anyway. (Q) /f you suggest that helped? (A) It depends entirely 
an employee attend an AA meet- on the individual, but as a rough 
ing, is there any way you'd rec- guess I’d say the odds are better problem, according to comprehen- 
ommend that the idea should be than 50-50. (Q) What kind of sive study by training staff of 
presented? (A) Make it very behavior can a supervisor expect appliance-manufacturing com- 
plain that you are not trying to from an employee who has just pany, reported by ALFRED G. LARKE 
order him to go to AA. Tell him AA? It must be a pretty in Dun’s Review. Cross-checked 
you are making the suggestion trying experience. (A) It is—to against efficiency ratings and 
because many other people with put it mildly. The man _ who’s other factors, findings show: 


joine d 


the same problem have _ been trying to stay away from alcohol Majority of absenteeism is caused 
by large number of people missing 
relatively few days each over 
period of a year. About one-third 
of hourly-paid workers missed at 
least one day monthly; very few, 
more. Majority miss about eight 
days yearly; almost all, at least 
one. Cases of flagrant absenteeism 
are few on yearly basis. Tendency 
to be absent decreases the more a 
worker is absent. No correlation 
exists between departmental effi- 
ciency and absenteeism. However, 
in cases where there was a high 
correlation, efficiency was high 


helped by AA. Explain to him 
that AA is a voluntary program. 
There are no “musts” in AA. He 
can go when he wants to and 
leave when he wants. There are 
no membership dues; he doesn’t 
have to join anything. And don’t 
talk down to him. Tell him with 
sincerity that he is a sick man 
and needs help. (Q) Js there any 
way of telling what the chances 
are that AA will help him or how 
long it will take for him to be 
cured? (A) For one thing, an 
alcoholic is never “cured.” Suc- 


will be trying to make up for 
some of the things he did in the 
past. He’ll be inclined to overdo, 
is likely to get tired and jittery. 
There will also be periods when 
he’s extremely discouraged. He’ll 
have a hard time facing his prob- 
lems without a bottle. He’ll need 
encouragement. (Q) How can an 
alcoholic find out when and where 
he can attend an AA meeting? 
(A) In most cities there’ll be a 
listing for Alcoholics Anonymous 
in the phone book. If there isn’t, 
he can write to the headquarters 


where absenteeism was high. Ab- 
sence rates are higher among 
women and_ unskilled workers. 
Absences are more frequent in 


cess in this case means that the in New York.” (Editor’s Note: 
disease is arrested, not elimi- Address of General Service Head- 
nated. The alcoholic has to live quarters of Alcoholics Anony- 
with the fact that he can never mous is P.O. Box 459, Grand 


SPRAY ON FAST RELIEF FOR BURNS AND WOUNDS 


WIDELY USED 


ORIGINAL SPRAY TOPICAL ANESTHETIC 


Stops pain in minutes, relieves for hours, minimizes 
shock. Quick, painless, sanitary application. Con- 
tains 20% dissolved benzocaine, most potent, least 
toxic of topical anesthetics. In bland, water-sol- 

uble vehicle. Use also for pre- -debridement of 
abrasions, etc. 


ARNAR- STONE LABORATORIES, INC., MOUNT PROSPECT, ILLINOIS 





January and February than May 
absenteeism 
recom- 


and June. To offset 
problems, study group 
mends company maintain careful 
including time-keeper 
of employee, fore- 
clear-cut 


records 
classification 
man’s code or 
reason for absence 01 
clearly define “excusable” absence 
or tardiness, eliminating differing 
departmental standards; make 
foremen aware of high cost of 
turnover and institute program 
to avoid terminating employees, 
wherever make absen- 
teeism and turnover rate part of 
each foreman’s record, to help 
evaluate his effectiveness. 

Industrial Relations 


August 18, 1956 


name, 
lateness; 


possible; 


From 


ILO Intrusion 
WY ORLD MEDICAL Association has 
received complaints that the 
general policy within the Interna- 
tional Labor Organization is to 
ignore the doctors on the staff 
in planning medical activities. 
Among specific instances cited, it 
has been alleged that: doctors as- 
signed to the department result- 
ing from the amalgamation of 
the former Hygiene and Safety 
Division are under the absolute 
direction of a safety engineer; 
medical personnel in the Safety 
Division must work under the di- 


rect orders and subordinate their 
medical opinions to the direct con- 
trol of a layman; controls are not 
exercised on the administrative or 
policy level but on the medical 
level which should be exclusively 
the province of physicians; let- 
ters and even articles the doctors 
are directed to write on strictly 
medical questions may be altered 
by the lay director without any 
consultation whatever with the 
doctor; inquiries addressed to the 
coctors are answered by a lay- 
man, no indication being given in 
the letters that medical opinion 
had been sought or that the signa- 
ture is not that of a medically 
qualified person. If the instances 
cited represent the policy of ILO, 
the basic principles of medical 
ethics and medical responsibility 
are being violated. The Interna- 
tional Labor Organization should 
not confuse techniques 
with medical science. Certainly 
the International Labor Organi- 
zation has no qualifications for 
intruding into medical science. 
Any opinion or action of ILO 
which is based on medical advice 
should have been the result of ad- 
vice freely given and uninfluenced 
by any considerations except med- 
ical ones. Industry and labor are 
both affected by the advice and 


medical 


example of the International 
Labor Organization. If these al- 
legations are based on fact (and 
there is no reason to doubt that 
they are, as the reports have been 
received from qualified doctors 
who were employed on ILO’s 
staff) un extremely unfortunate 
example is being set which may do 
untold damage to the cause of 
occupational health programs 
throughout the world. 
Secretary General's Letter, WMA 
United States Committee (AUSTIN 
SmitH, M.D., Chairman, L. H 
3AUER, M.D., Secretary-Treasurer) 
July 20, 1956 


Ninth Houston Conference 
Tr NINTH Health Conference 
for Business and Industry, at 
Shamrock Hilton Hotel, Houston, 
September 20-22, 1956, will open 
with a Symposium on “Health 
Problems in Business and Indus- 
try,” Chairman, STANLEY W. OL- 
SON, M.D., Dean, Baylor Universi- 
ty College of Medicine, and Co 
Chairman, HUBERT L. SMITH, Vice- 
President, Standard Oil of Texas, 
presiding, and the presentations 
including: “Men, Machines and 
Mental Health’—RALPH T. COL- 
LINS, M.D., Industrial Psychiatrist, 
Fastman Kodak Company; “Noise 
A Major Health Problem” 
CHARLES D. YAFFE, Chief, Program 


anxiety Is part of every illness 


In physical sickness... 


In anxiety... 


Supplied: Tablets, 400 mg., 
bottles of 50. 
Usual Dose’ 1 tablet, t.i.d. 


*Trademark 


R 
Philadelphia 1, Pa 


anxiety 


MEPROBAMATE 


(2-methy!-2-n-propyl-1,3-propanediol dicarbamate) 


Licensed under U.S.Patent No. 2,724,720 


anti-anxiety factor with muscle-relaxing action 





Services, Occupational Health 
Program, U.S. Department of 
Health, Education and Welfare; 
“Management’s Approach to the 
Problems of Alcoholism’—JACK- 
SON A. SMITH, M.D., Professor of 
Neurology and Psychiatry, Ne- 
braska Psychiatric Institute, Uni- 
versity of Nebraska College of 
Medicine; “Environmental Health 
end the Employee’”—HOMER CAL- 
VER, Executive Director, Paper 
Cup and Container Institute. On 
September 21, Chairman v. C. 
RAIRD, M.D., Chief Physician, 
Humble Oil & Refining Company, 
and President, TEXAS INDUSTRIAL 
MEDICAL ASSOCIATION, together 
with Co-Chairman, ROBERT J. 
POTTS, M.D., Medical Director, 
Magnolia Petroleum Company, 
will preside at a program by TEX- 
AS INDUSTRIAL MEDICAL ASSOCIA- 
TION. Subjects will include: 
“Medical Services to Small 
Plants’’—ALLAN J. FLEMING, M.D., 
Medical Director, E. I. du Pont 
de Nemours & Company; “The 
Small Plant and the Part-time 
Physician” E. S. JONES, M.D., 
Jones Clinic, President, INDUSTRI- 
AL MEDICAL ASSOCIATION; ‘ Medi- 
cal Services from Institutions” 

G. T. MALLERY, JR., M.D., Medical 
Director, Institute of Industrial 
Health, University of Michigan. 


Fanel Workshops will include: 
(1) “Cost and Control of Noise” 

HENRY A. HOLLE, M.D., Texas 
Commissioner of Health, Modera- 
tor; JACK L. BANGS, Ph.D., Direc- 
tor, Houston Speech and Hearing 
Center; CHARLES D. YAFFE; MAR- 
TIN C. WUKASCH, Chief, Industrial 
Hygiene Section, Texas Depart- 
ment of Health; (2) ‘“‘Radio-ac- 
tivity’—JAMES HAMMOND, Hum- 
ble Oil & Refining Company, 
Moderator; JEAN S. FELTON, M.D., 
University of Oklahoma; R. F. 
SHOCKLEY, Convair; SEWARD MIL- 
LER, M.D.; (3) “Mental Health and 
Alcoholism” — SPENCER BAYLES, 
M.D., Moderator; JACKSON A. 
SMITH, M.D.; RALPH T. COLLINS, 
M.D., Eastman Kodak Company, 
BILL GRANT, Mental Health So- 
ciety of Houston and Harris 
County; (4) “Industrial Medi- 
cine’”—v. C. BAIRD, M.D., Modera- 
tor; ALLAN J. FLEMING, M.D.; E. S. 
JONES, M.D.; 0. T. MALLERY, JR., 
M.D., The Awards Presentation 
Chairman will be MR. ELLIOT 
JOHNSON, Vice-President and 
General Counsel, Schlumberger 
Well Surveying Corporation, 
Chairman, Health Committee, 
Houston Chamber of Commerce; 
the speaker, MR. BRADSHAW 
MINTENER, Assistant Secretary, 
Department of Health, Education 


Combat Industrial Dermatitis with 


M-S-A FEND-SILICONE CREAM 


.. New formula utilizes advantages of 


silicones to protect against irritants 


The addition of silicones makes this remarkably 
effective bland vanishing cream chemically inert, 
adhesive, and water repellent. It goes on the skin 


smoothly and easily, and it is free from any ‘“‘feel.’ 


The invisible film is tough, durable. It protects 
against soaps, detergents, chemical dusts and pow- 
ders, dilute acids and alkalies. The cream is non-toxic, 
does not interfere with normal skin gland function, 
and is buffered to the average pH of the acid mantle 
of the skin. Available in 3 oz. tubes or | Ib. jars. 


Write for details. 


also M-S-A FEND BARRIER 


PROTECTIVE CREAMS 


AND LOTIONS 


Neutral and bland, Fend prod- 
ucts are available for a wide 
variety of irritants. They are 
easy to apply and remove—will 
not irritate the most sensitive 
skin. Write for details. 


and Welfare; the Awards Presen 
tations by Vv. C. BAIRD, M.D., and 
STANLEY W. OLSON, M.D. The Af- 
ternoon Chairman, FRED ELLIOT, 
M.D., and Co-Chairman, ED MOR- 
zis, Assistant Director, Indus- 
trial Relations, Hughes Tool Com- 
pany, will direct the Session on 
“Insurance Problems Facing 
Small Industry in _ Industrial 
Health,” featuring “A Plan for 
Industrial Medicine in Small In- 
dustry”—JOHN K. WILLIAMS, 
Executive Director, Industrial 
Health Council; ‘‘Cancer Detec- 
tion and Control in Industry”’- 

FE. CUYLER HAMMOND, M.D., Ameri- 
Society; and “Air 
Pollution”—RUSSELL DRESSLER, 
M.D., Manager, Chemical Engi- 
neering Research, Southwest Re- 
search Institute. On Septembe 
22, at the Industrial Nursing Sec 
tion, Chairman JEANETTE BAR 
THOLEMEW, Industrial Nurse, The 
Texas Company, and Co-Chair 
man JALAANE GARRETT will pre- 
side at the Industrial Nursing 
Session, featuring: “‘Nurses’ Role 
in Cancer Detection’”—E. CUYLER 
HAMMOND, M.D.; “Psychosomatic 
Medicine’”—OTTO TOD MALLERY, 
JR., M.D.; “The Role of the Indus- 
trial Nurse in a Mental Health 
Program’’—RALPH T. COLLINS, 
M.D. 


can Cancer 
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Nem and hospital... 


whenever an enema is indicated 


FLEET’ ENEMA 


Disposable Unit @ 


Anatomically correct rectal tube minimizes injury 
hazard ... plastic squeeze bottle fits the hand, 
simplifies instillation ...effective as soap suds, or 
more so,“’) FLEET ENEMA induces prompt, 
spasm-free evacuation. ‘?) 

For home administration and for hospitalized 
patients prescribe or reeommend FLEET ENEMA 
Disposable Unit... extremely effective, too, for 
pre-examination cleansing in your office . . . available 
at all pharmacies ... in use by leading hospitals. 


Each 4" fl. oz. unit contains, per 100 ce., 16 mg. sodium biphosphate 
and 6 gm. sodium phosphate. 


(1) Swinton, N. W., Surg. Clin. of No. Am. 35:833, 1955 
(2) Gross, J. M., Jl. Int. Coll. Surg. 23:24, 1955 


Cc. B. FLEET Co., INC. 


Lynchburg, Virginia 
Makers of Phospho-Soda (Fleet) * Gentle... Prompt... Thorough 





WHEREVER 
SKELETAL 
MUSCLE 
SPASM 
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flexin 


(Zoxazolamine,t McNeil) 


Orally effective 
muscle relaxant 


Safe: "No irreversible side- 


effects occurred.” 


well-tolerated: “the 
toxic reactions for the most part 


were easily controlled....’" 





effective 
spasmolytic: 
“This preliminary report 
"2 a of 100 patients indicates an 85% 
i over-all effectiveness.” 





Available in yellow scored tablets, 250 mg. 


1. Smith, R. T.; Kron, K. M.; Peak, W. P., and Hermann, 1. F.: 
J.A.M.A. 160:745 (Mar, 3) 1956. 
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Each tablet contains 5mg. amphetamine and Img. Rauwiloid’ 


Kauwidrin e) NEW EXPERIENCE 


/ iN MOOD ELEVATION 


_! despondency with equanimity 
.. without euphoria...without jitters...without 
barbiturate drag. 


Safe for the hypertensive, too. 


DOSAGE: For mood elevation, initially 
1 to 2 tablets after breakfast 
and lunch. 


LABORATORIES, INC., Los Angeles 


FOR OBESITY Rauwidrine curtails appetite without 
the ‘black mood” feeling of deprivation. 


for the triad of 


RETENTION 


PAMBROMAL 


TABLETS 


Each tablet contains: 


Pamabrom (to neutralize the 
antidiuretic hormone)........ 50 mg. 


Dextro-amphetamine sulfate 
(to elevate the mood). . .. 2.5 mg. 


Carbromal (to relax tension).. 130 mg. 
Salicylamide (to relieve pain) 250 mg. 
Bottles of 24 and 100 tablets 


WHITTIER LABORATORIES CHICAGO 11, ILLINOIS 
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BRECK H AN D CLEANER 


Breck Hand Cleaner is an efficient, heavy-duty cleaner which is non irritating and contains no 


abrasive materials. Breck Hand Cleaner cleans without lathering, and because of its mild yet 
thorough cleaning action aids in the prevention of skin irritation. About a teaspoonful of Breck 
Hand Cleaner is applied, without water, to the hands and arms and rubbed in well, followed by 
thorough rinsing. The excellent penetrating action of Breck Hand Cleaner loosens dirt, grime, 
and other soils and permits their easy removal in the rinse. Breck Hand Cleaner is formulated 
to rinse equally well in both hard and soft water. Breck Hand Cleaner has been found especially 


useful in helping to remove oil, grease, dirt, dust, grime, paint and other soils from the skin. 


A Breck Industrial Preparations Booklet will be forwarded to you upon request. 
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SUCCEEDS IN 


PSORIASIS 


There is no reason for pessimism when psoriasis is 
treated promptly and effectively with RIASOL. 
Clinical reports from numerous physicians have es- 
tablished its outstanding therapeutic value. 





In discussing treatment of psoriasis, Sutton* in 
1956 writes: "While cure cannot be promised, dili- 
gent effort and persistence until all lesions are eradi- 
cated are to be encouraged. Sometimes the disease 
does not recur after complete clearing has been at- 
tained." 


RIASOL gives permanent results in psoriasis be- 
cause it penetrates the epidermis to reach the 
lesions located in the papillary layer of the dermis. 
In other words, it attacks the seat of the disease in 
the skin. 

RIASOL contains 0.459¢ mercury chemically 


combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. No 
bandages required. After one week, adjust to pa- 
tient's progress. 

RIASOL is supplied in 4 and 8 fld. oz. bottles at 
pharmacies or direct. 






*Diseases of the Skin, 11th ed., 


1956, p. 932. 





Test RIASOL Yourself 


May we send you professional literature and generous clinical 
package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. IM-956 12850 Mansfield Avenue 







































After Use of Riasol 







Detroit 27, Michigan 





RIASOL for PSORIASIS 
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completely 


relieved of symptoms’ 


Noting that gastrointestinal symptoms were the 
chief complaints of more than half the workers 
reporting for treatment to their industrial clinic, 
Barden and co-workers* undertook an evaluation 
of Donnatal in providing rapid relief and mini- 
mizing absenteeism. 


DONNATAL® EXTENTABS** D> 


are particularly useful for industrial therapy, because 
once-a-day dosage provides effective spasmolysis for a 
twelve-hour period without the inconvenience of the 
customary four-hour dosage schedule. True extended 
action spasmolytic effects are provided by the special 
construction of Extentabs. Immediately after adminis- 
tration the equivalent of one Donnatal tablet is released, 
followed by the gradual and uniform release of the 
equivalent of two more Donnatal tablets, to provide sus- 
tained effects for 10 to 12 hours. 


*Frank W. Barden, M.D., Paul S. Hill, 
M.D., William F. Mahoney, M.D., and 
Kenneth J. Cuneo, M.D., in a report 
from the Medical Department of the 
Saco-Lowell Shops and the Webber Me- 
morial Hospital, Biddeford, Maine; pub- 
lished in the January, 1954 issue of the 


Over 85% 


of workers with 


epigastric pain 



















Based upon repeated clinical observation, case 
records, and progress reports over an eight-month 
period, the investigators conclude that Donnatal 
is “particularly effective for the relief of pain 
associated with smooth muscle spasm of the gas- 
trointestinal tract.” They observe also that: 


“More than 85% of patients with epigastric 
pain and discomfort were rapidly and com- 
pletely relieved of symptoms.” 

“...many employees were able to resume work 
within an hour.” 

“There was no evidence of undesirable side re- 
actions.” 


Each Donnatal tablet or capsule or each 5 cc. teaspoontul 
of Donnatal Elixir contains: hyoscyamine sulfate 0.1037 
mg., atropine sulfate 0.0194 mg., hyoscine hydrobromide 
0.0065 mg., phenobarbital (1% gr.) 16.2 mg.—bottles of 
100, 500, and 1000 tablets or capsules, and bottles of 1 
pint and 1 gallon of elixir. 

Donnatal No. 2 Tablets contain the same amounts of bella- 
donna alkaloids with 32.4 mg. (2 gr.) phenobarbital per 
tablet—bottles of 100 and 500 tablets. 

Donnatal Extentabs contain active ingredients equivalent 
to three regular Donnatal tablets — bottles of 100 and 500. 


DONNATAL 


TABLETS « CAPSULES « ELIXIR « EXTENTABS* 


Journal of the Maine Medical Associa- 
tion (Vol. XXXXV, No. 1, Page 11). 


**Trade Mark 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA ¢ Ethical Pharmaceuticals of Merit since 1878 
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Help Keep the Arthritic Working— 
with Steroids plus BUFFERIN’ 


Every case of arthritis is a special problem. With treat- 
ment adjusted to suit the need of the individual, many 
an employee with a mild or chronic form of the disease 


may be kept comfortably at work. 

This is the regime for arthritic patients which Spies’ 
has advocated recently in the Journal of the American 
Medical Association: 

. Give salicylates in full dosage. 


. Combine salicylates with other antiarthritic 


agents for additive effect—thus making smaller 


doses of hormones possible. 
And for the salicylate... 


Use BUFFERIN—It ts well tolerated by arthritics 


BRISTOL-MYERS CoO., 


19 West 50 Street, 


a group especially susceptible to gastric upsets from 
straight aspirin.* 
If you wish, combine BUFFERIN with the steroid of 
your choice, in the dosage you prefer. In this way 
you personalize your therapy to your patient. 

Each BurFrFERIN tablet provides 5 gr. of acetylsalicylic 

acid with the antacids aluminum glycinate and 

magnesium carbonate. 

BUFFERIN contains no so- 

dium, hence is suitable for 

those on salt-restricted 

diets. 

REFERENCES: 


1. J.A.M.A. 159:645 (Oct. 15) 1955 
2. J.A.M.A. 158: 386 (June 4) 1955 


New York 20, N. Y. 





Even minor surgery leaves discomfort in 
its wake. Anesthetize the wound in those 
trying postoperative days with Nuper- 
cainal Ointment, the soothing, long-acting 
topical anesthetic. Potent, yet rarely sensi- 
tizing, Nupercainal is indicated postoper- 
atively in episiotomy, circumcision, varicose 
ulcers, hemorrhoidectomy, etc 


OINTMENT, 10% Nupercaine (dibucaine CIBA) in 
lanolin and petrolatum base; tubes of 1 ounce, with 
“peel-off” labels and rectal applicator, and jars of 
1 pound for office use. 

CREAM, 0.50 Nupercaine in water 

tubes of 1% ounces. 

OPHTHALMIC OINTMENT, 0.567 Nupercaine in white 
petrolatum; applicator-tip tubes of 4 Gm. 
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SUMMIT, N. J 





